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Supplied as :— 
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London Pp 268 + Index. 233 illustrations. 12 colour plates 425 
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world . . . we welcome a book that deserves, and is sure to receive, an 
enthusiastic reception.—The Lancet 


1 comprehensive survey of British 








A new illustrated cataloguc f Butter 


Publications ts now availabic. Copies will be ser 


BUTTERWORTH & CO. (PUBLISHERS) LTD. 
BELL YARD :: TEMPLE BAR :: LONDON, W.C.2 















































THE 








PRACTITIONER 











THE ** HOLBORN” 
OBSTETRIC CASE 


Registered Design No. 801572, in brown 
hide, 18 in. x 8 in. x 11 in. high, with separate 
compartments for instruments and sterilizer 


CONTENTS: 
List A—*Anderson’s midwifery forceps, stainless 
steel, in sterilizable pouch; seamless sterilizer 
16 in. x 4 in. x 3 in., with stand and lamp; 
anaesthetic mask; chloroform drop bottle; soap 
and nail brush in metal box; bottle of sterilized 
silk, hypodermic syringe and needles in spirit- 
proof case; two bottles in nickel-plated case, 
1 oz.; two bottles in nickel-plated case, 2 02.; 
three Martin's perinacum needles; Carton’s 
mucous catheter; metal female catheter; 
Batiste bag, containing waterproof apron and 
rubber gloves; pelvimeter; foetal stethoscope 
*Extra for forceps with axis traction, £3 10s. 0d 
List B.—Blunt hook and crochet, stainless steel; 
Greenhalgh’s ovum forceps—stainiess steel; 
Churchill's craniotomy forceps, stainless steel; 
Denman’s perforator, stainless steel; intra- 
uterine tube; uterine curette, flushing; glass 
vaginal pipe; Sims’ uterine sound; Pilayfair’s 
probe; Smith's obstetric helper; spring balance 
and hammock; dressing scissors, stainless steel 


W2080 Case in brown hide, fitted 
as List A 


W208! Ditto, fitted as List A and B 
W2082 Case only 





THE HOLBORN SURGICAL INSTRUMENT CO. 


15, CHARTERHOUSE STREET, HOLBORN CIRCUS, 


LONDON, 


Tel: HOLborn 2268 (2 lines) 





IODINE 
INFORMATION 





A nnotated bibliographies 
and reviews of selected aspects 

of iodine usage in medicine 
are issued from tine to time hy 
Chilean lodine Educational Bureau, 


The series ink ludes 


WORLD GOITRE SURVEY 
NTRAST MEDIA FOR RADIOGRAPHY 
RHEUMATISM AND ARTHRITIS 
TREATMENT OF INFLUENZA AND COMMON COLD 


he Buréau 


hb 


| Chilean lodine Educational Bureau 


| 2, STONE HOUSE, BISHOPSGATE, LONDON, &.C.8, 








Instrument Repairs 


Now, as for many years, the really specialist 


House in every type and kind is 


POLDEN’S 


Based on extreme thoroughness in work- 
manship, an unsurpassably good service in 
speed is always available. Top priority is 
always given to genuine emergencies. Costs 
are very, very moderate, and the resulting 
doubling, at least, of an instrument's life, is 
an enormous saving. From forceps to stetho- 
scopes, and sphygmomanometers to syringes 

from A to Z of all instruments—we 
specialise in repairing 


We ask you to wait days. You will never 
again wait weeks. 


10 BURNLEY AVENUE 
SURBITON, SURREY 


RE-PLATING ENGRAVING 
NEW INSTRUMENTS SUPPLIED 
LARGE STOCKS HELD 

Phones 


Telegrams 
Awaiting re-installation 


**Surgical, Surbiton"’ 
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Endocrine Diagnosis 
< 
H. UCKO 
This new book on an important subject is written from a clinical 
point of view and is intended for all those interested in the functions 
and activities of the endocrine glands. It will be of great use to general 


practitioners and hospital physicians as well as to those practising in 
special branches of medicine. 84 Illustrations 42s net 


Congenttal Heart Disease 
J. W. BROWN 


‘The many cardiologists and practitioners who have eagerly awaited 
this second edition will not be disappointed by it.’—Lancet 

. it deserves even higher praise than the first..—-British Medical 
Journal 


Fully Ilustrated 30s net 


SECOND EDITION 
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COMMON SKIN DISEASES. 
By A. C. ROXBURGH, ™.D., F.R.c.P., 





Emeritus Physician for Diseases of the Skin 
and Lecturer on Diseases of the Skin, St, 
Bartholomew's Hospital. Ninth Edition. With 
8 Coloured Plates and 215 Illustrations in the 


text. Demy 8vo 25s. net 


THE SULPHONAMIDES 

By F. HAWKING, M.D., D.T.M., 
National Institute for Medical Research, and 
J. Srewart Lawrence, M.D., F.R.C.P., 
Physician in Charge, Walkden Clinic, Man- 
chester With 46 Illustrations. Royal 8vo 
42s. net 


PRINCIPLES OF INTERNAL 
MEDICINE 
Edited by T. R. HARRISON, B.a., M.D 
With 245 Illustrations. Crown 4to. 90s. net 


Complete Catclogue of Publications post free on 
application 


London : H. K. LEWIS & Co. Ltd. 
136 Gower Street, W.C.1 








Contains Articles on 


Twenty-five Years of Malaria 
Therapy 


Enzymes. The machine tools of 


the cellular factory 
Ludwig Koch, Master Recorder 
Electronic Flash Photography 
The Dome of Discovery 
Antibiotics and Plant Protection 
* 
Monthly Is. 6d. Yearly 19s. post free 
Specimen copy from Discover) 


JARROLD & SONS, LTD. 
COWGATE, NORWICH 
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A case for 
the Surgeon 





Here are the world's finest sca! 
pels & handles packed in a neat 
tastefully designed plastic case 
that is compact, easy to use and 
which meets the strict standards 
of hygiene and aesthetics of the 
modern operating theatre. Con 
tains 3 different handles and 6 
dozen blades in 9 shapes, as illus 


trated 








Details fror 
WwW. R. SWANN & CO. LTO 
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Clinical Control of 
orthostatic hypotension 


with SPENCER ~ 


One of the findings in studies* covering a six month to 

three year follow-up on 173 patients who had sympa- 

thectomies to include the 4th thoracic level indicate 

that the control of the orthostatic hypotension which 

results “ routinely requires a special corset (Spencer 

Support) with a spring suprapubic pad (Spencer 

Abdominal Spring Padt) ... .” 

The Spencer Support and Abdominal Spring Pad used 

in these—and in present—studies are pictured at right. 

The support improves and maintains posture and body 

mechanics and the Abdominal Spring 

Pad serves as a resilient visceral 

elevator. Together they help prevent 

the pooling of blood in lower abdo- 

men and extremities, favourably 

influence circulation and respiration, 

encourage exercise of muscles. The 

comfortable support to spine and 

abdomen produces a heightened sense of well-being, 

and confidence in getting back to normal living. 

These benefits are obtained because this Spencer cence Maida Te 2 : 
Support—like all other Spencer Supports—is indi- p,q te ht Gisames a Gis 
vidually designed, cut and made for each patient to pad in the support. 
attain the prescribed medical aims. 

Use Spencer Supports with confidence in control of hypotension associated with any 
conditions where support is indicated. 


® Results of High Dorsolumbar Sympathectomy for Hypertension, ‘Annals of Internal Medicine’, #0 ; 307-329 
(February), 1949 
t Patented 


For further information write to 


SPENCER (BANBURY) LTD. 


Consultant Manufacturers of 


Surgical and Orthopaedic Supports 
Spencer House Banbury Oxfordshire 
Tel. Banbury 2265 


Spencer copyright designs are original and distinctive, and for more than 20 years have been recognized 
by the Medical Profession as a symbol of effective control for abdomen, back and breasts 


BEWARE OF IMITATIONS. Spencer (Banbury) Lid. regret the necessity of issuing warning to beware 
of copies and imitations. Look for the SPENCER LABEL stitched in the Spencer Support and ensure that 
it is a genuine Spencer Support and not a so-called copy. 
Appliances supplied under the National Health Service. 
Trained Fitters available throughout the Kingdom 


Copyright : Reproduction in whole or in part is prohibited except with the written permission of S (B) Lid 
L.H.G. 10/50 
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Two NON-STICK Y Bandages 


for the treatment of 


VARICOSE CONDITIONS 


I. THE ELASTIC 
TWO-WAY STRETCH 
(T.W.S.) BANDAGE 


An entirely new bandage for the treat- 
ment of the varicose limb. It treats 
the condition by ‘* bandage massage” 
by virtue of its unique two-way stretch 
character as the patient walks. The 
two-way ‘“‘bandage massage” given 
to an oedematous limb usually causes 
the disappearance of this sign. Width 
of bandage 34 inches. 


2. THE ELASTIC 
ONE-WAY STRETCH 
(O.W.S.) BANDAGE 


This is a flesh coloured bandage which 
presents an excellent cosmetic effect. It 
is the ideal bandage for the supportive 
treatment of all uncomplicated cases 
of varicose veins. 
PRICES 

Two-Way Stretch (T.W.S) 

Supportive Bandage ; each 17/6 

One-Way Stretch (O.W.S.) 

Supportive Bandage; each , 12/6 


Postage 4d. each extra 
Special Terms to The Profession & Hospitals. 


Descriptive and Illustrated Brochure 
gladly sent on request. 


JOHN BELL & CROYDEN, Wigmore, St., London, W.| 


Telephone: WELbeck 5555. Telegrams: Instruments Wesdo, London 








ANNOUNCEMENTS 




















— Gnergen 


ROLLS 


HAVE AN EXTREMELY LOW 
CARBOHYDRATE CONTENT 


| Energen Roll contains 
2 grms. Carbohydrate 


NOTE—Energen Rolls are virtually Salt Free (sodium 
content not more than .006%)) 








! thin slice of ordinary 
bread contains 
15 grms Carbohydrate 























When Breast-Milk fails, the alternatives are 
FRESH COW’S MILK or Dried Milk. For better 
nourishment, for better digestion, both are 
improved by a little modification to suit each 
infant’s needs. 


FRESH MIEELK can be modified by Sister 
Lauras Food (a simple cereal product) and made 
completely digestible, without dilution. This diet 
has been recommended by many thousands of 
Doctors who recognise the supreme value of a 
Fresh Milk diet when breast-feeding fails. 


NATIONAL DRIED MILK 
Doctors now tel] us they recommend the addition 
of Sister Lauras Food. to increase its nourishment 
value and make it fully digestible. 


From all Chemists 


Sister Lauras Food 


MODIFIES FRESH AND DRIED MILK 


FREE PROFESSIONAL SAMPLES 


are available to members of the Medical 
Profession, on request to Sister Lauras 
For | —s Led. (Dept. PRA/s8), Spring- 
field Works, Bishopbriggs, near Glasgow. 
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BISMUTH CARBONATE 


EXTRACT FROM EDITORLAL 
DANISH JOURNAL “ UGESKRIFT FOR LAEGER ” 








November 30, 1950 


“|. . Kemp, one of the greatest authorities on ulcers . . . contributes statistically 
significant clinical material. ... He suggests that local treatment has been 
neglected, and gives, in this number, an account of the remarkable results obtained 
with the Bismuth Carbonate method. . . .” 


EXTRACT FROM REPORT 
“ UGESKRIFT FOR LAEGER” 








November 30, 195 


Treatment—10 grms. Bismuth Carbonate thrice daily for two months; then twice 
daily for two months, finally once daily for two months; taken with a solution of 
Sod. phos. 7 grs., Sod. sulph. 7 grs., Sod. bic. 35 grs., Aqua boiled and cooled 34 oz. 


Rapid Symptomatic Relief 





Of 402 patients treated, the results were 
Sympton free after 7-8 days—386 
Unchanged after 1 month—16 


Permanent Results 





Of 377 patients followed up over varying periods from 1-16 years, the 

results were 

Symptom free—175 

Improved—117 (49 considerably) 

Unchanged—79 

. 79 observed over 10-16 years, the results were 

Symptom free—25 

Improved—-34 (14 considerably) 

Unchanged—2o0 
“. . . the treatment is economic . . . less than } of the cost of 4 weeks’ hospital 
treatment . . . can be given in majority of cases to out-patients.”” 





25-10 grm. packets of Bismuth Carbonate, free of charge, are available between 
January and March 1951, to members of the Medical Profession, for trial 
purposes. 
1,000-10 grm. packets will be sent, free of charge, to any hospital prepared to 
carry out clinical trials. 

ibrideed English Translation of above report, and full literature on Bismuth Therapy, 


obtainable from 


BISMUTH RESEARCH DEPARTMENT 


MINING & CHEMICAL PRODUCTS LTD 
376 Strand, London, W.C.2 
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A NEW TREATMENT FOR 
Whooping Cou 

ping Cough 

The cough, the whoop, and the vomiting 

have been successfully controlled by the use of 

‘Eumydrin’ drops (alcoholic solution 0.6%) 

given in milk or water, four-hourly. 

A dosage system has been worked out, and 


clinical trial is recommended in children of any age. 


EUMYDRIN 


DROPS 


*Eumydrin’ is the Reg. Trade Mark Brand of Atropine Methonitrate 


CluzzD PRODUCTS LTD., AFRICA HOUSE, KINGSWAY, W.C.2 
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Four Proved Products 
in the TREATMENT OF VARICOSE ULCERS 


+ for thrombosing varices . . . Self-Sterilizing Sclerosant P25G 


* ; LESTREFLEX Self-Adhesive Flexible Bandage 
a of — DALZOBAND Series of moist medicated Bandages 
DALZOFLEX Self-Adhesive Elastic Bandage 





P256 (Phenol 2.5°/,, Glycerine 25°/,, Glucose 25°/,). Used success- 
fully since 1946, it has proved to be a consistently effective 
and safe sclerosant in hospitals and consulting rooms. 

DOSE: At operation 3-10 ml. per limb. 

In the consulting room 2-3 ml., 3-4 injections can be 


given. 





LESTREFLEX 
Possesses the well-proved lead base prescribed by Baynton 
in 1797, and is eligible for N.H.S. use as Diachylon Bandage, 
Lestreflex Brand. 

Method : The ankle is encircled with crease-avoiding strips. The leg 
is then bandaged from the knee to the root of the toes, 
firmly, evenly, without fold, crease or twist. Changed 
1-4 weekly. 





DALZOBAND 

(1) Zine Paste Bandage, Unna’s Paste type, BPC. “ the 
” ” NHS. bandage 
” c. Ichthammol NHS. that is 
” ce. Ichthammol and Urethane 2°/,, always 
” c. Urethane and Calamine. moist” 

Method : The eczematous or acutely ulcerated limb is bandaged from 
the knee to the toes, with extra folds over the affected part. 
The leg is firmly covered by DALZOFLEX, LESTREFLEX 
or a crepe bandage (Permalast-Dalmas). It is renewed 
fortnightly. 





DALZOFLEX 


An elegant elastic type of Bandage. Seldom causes sensitivity reactions. 





WRITE FOR FULLY DESCRIPTIVE LITERATURE AND TEST SAMPLES — GRATIS 
s 
DALMAS LTD 
the House for Ambulatory Plaster and Bandage Products since 1823 


Dalmas Ltd., Junior Street, Leicester Telephone 65261 (eight lines) 
Also at London, Leeds, Glasgow and Belfast. Prompt service everywhere. 
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*ESKACILLIN’® is a palatable, easily yy 3 
administered, liquid penicillin for oral use. ‘ 
Its delicious flavour makes it the ideal oral —— 

penicillin preparation for young patients and for those who dislike tablets or 


bitter mixtures. The administration of this palatable and stable form of 
a notable advantage in the 


penicillin obviates the necessity of injections 
treatment of infants and children. especially when repeated exhibition ot 
pencillin is indicated. 


* Eskacillin’ is available — on prescription only — in 

2 fl. oz. bottles containing 800,000 1.U. of crystalline 

potassium penicillin G. Each medical teaspoonful 
contains 50,000 1.U. of penicillin. 


KPAICHIILILITIN 


MENLEY & JAMES, LIMITED, 123 Coldharbour Lane, 
London, S.E.5, for Smith Kline & French International 
Co., owners of the trade mark ‘ Eskacillin’ 
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== INCREIONE —= 


With VITAMIN B, 

















Stomachic and Tonic Augmented by Vitamin B, 


Incretone is a general tonic to which Vitamin B, has been 
added. The vehicle contains glandular substances pituitary 
and gonads and the bitter tonic principles taraxacum and 
gentian 


Indicated in the treatment of anorexia, asthenia and general 
debility, and is a splendid aid in the convalescent period. 


G. W. CARNRICK CO. 


Distributors: Brooks & Warburton, Ltd., 232-242 Vauxhall Bridge Road, 
———<—<—_$__._ ____-- London, S.W.1 Tel. Vic. 1282 - en 








Prompt Lasting 
ame {OBJECTIVE OBJECTIVE 
Reliet Benefit 








Roter Gastric Ulcer Tablets 


ROTER TABLETS bring a new efficiency to the therapy of peptic ulcer 


Not only do they maintain gastric acidity within normal limits, thus accelerating healing 
of gastric and duodenal ulcer; but 
They also exert a favourable influence on gastro-intestinal function 


ROTER Therapy has the great advantage of being ambulatory, has no undesirable 
side-effects; is frequently effective in cases resistant to other types of therapy 


F.A.I.R. Laboratories Ltd. a 


183 Heath Road, Twickenham, Middlesex 
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DUAL TREATMENT 
for LEG ULCERS 


Physicians are finding that the healing of leg ulcers is 
materially accelerated by the dual treatment of local 
applications of VIACUTAN combined with oral 
administration of ADAPRIN tablets. 


VIACUTAN Solution or Cream assists in eradication of 
the infection and promotion of healing, and ADAPRIN 
tablets improve deficient peripheral circulation. 


VIACUTAN ADAPRIN 


Tablets each containing 10 mgm 
Acetomenaphthone and SO mgm 
Nicotinamide in containers 

25, 100 and 500 














Solution of 1 Silver dinaphthyl 
methane disulphonate in 100, 500 and 
2,000 c.c. bottles or cream in 25- and 
200-gm. jars 


Detailed literature available on requesi 


WARD, BLENKINSOP & CO.,LTD. 
6 HENRIETTA PLACE, LONDON, W.1 


Langham 3185 Duochem, Wesdo, London 








ic = P * Z ° 

(NEBENTWE )§ Only mest 
Registered your Savings 
THE SAFEST AND BEST PREPARATION OF 

OPIUM 
Nepenthe contains all the 
opium and has been prescribed for over 100 
years. It has been found by generations of A ©0900 


practitioners to be the best preparation of 
opium, as it does not cause the unpleasant ...you know they will be safe. That's 


after-effects usually attributed to opiates. It why it’s wise to in est at 2} °% tax 

can be given over a considerable period and paid with Isle of Thanet Building 

the effect remains invariably constant Society. Your investment will be 

Packed in 2-oz., 4-oz., 8-oz. and 16-oz safeguarded by over £7,500,000 

bottles, and for injection in }-oz. rubber assets and over 100 years successful 

capped bottles, sterile, ready for use. business experience. You can invest 
£1, £100 or as much as £5,000. 


CFERRIS )| | ISLE of 
6 Ge, to THANET 


BRISTOL 
BUILDING SOCIETY 


Telephone Bristol 21381 . 
P ffice : 
Telegraphic Address FERRIS, BRISTOL seetaunane a ae on ns 


Phone WELbeck 0028 





constituents of 
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You can prescribe 


the following branded products, all of 


which fulfil N.HLS. specifications 


DALZOFLEX 


Elastic Adhesive Bandage 


DALZOBAND 

Zine Paste Bandage B.P.C. 
DALZOBAND (2) 

Zine Paste Bandage Drug Tariff 
DALZOBAND (:3) 


Zine Paste Bandage c. Ichthammol 
Drug Taritl 





PETRONET 
Paraffin Gauze Dressing B.P.C. 
33° x 3}° individual pieces in envelopes 
37° x 33” tins of 5 pieces 
33° 3}° tins of 10 pieces 


SULPHONET 


Medicated Tulle Dressing 
(5 Sulphathiazole) 
34° individual pieces in envelopes 
34 . 34° tins of 5 pieces 


PERMALAST 


Cotton Elastic Bandages 
The crepe bandage which has many advan- 


tages over the ordinary crepe bandage 


All available from your usual wholesalers or direct from the 
manufacturers 


Dalmas Ltd 
LEICESTER 
Est. 1823 
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© “IRGAPYRIN’ 


Amidopyrine 15°, Sod. 3,5-dioxo-!,2-diphenyl-4-n- 
butyi pyrazolidine 15°, in § c.c. sterile solution 











FOR THE TREATMENT OF 
RHEUMATIC DISORDERS 
AND THE RELIEF OF PAIN 
IN OTHER CONDITIONS 


ANTI-INFLAMMATORY 
ANALGESIC 
ANTIPYRETIC 


In boxes of 5 and 50 ampoules 
Literature on request 


Samples on receipt of signed order 


PHARMACEUTICAL LABORATORIES GEIGY LIMITED 


National Buildings, Parsonage, Manchester 3 
BLAckfriars 9421/5 Telegrams: “ Geigyphz'm," Mancheste, 
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OIPCI/A SURGICAL 
CORSETRY SERVICE 


An example of how successfully Spirella cares 
for figure defects and abnormal physical con- 
ditions. 

The Spirella way to health is the beautifying 
and comfortable way—by natural support, 
correctly applied to the individual figure. 

There are Spirella Corsetieres everywhere, 
nearly 5,000 of them. Names and addresses can 
be ascertained from 

Spirella page advertisement in 


your Telephone Directory or from 
either of the addresses below. 


The SPIRELLA COMPANY OF GT. BRITAIN LIMITED 
LETCHWORTH, HERTS Telephone: Let 
AND SPIRELLA HOUSE, OXFORD CIRCUS, LONDON, W.: 


Telephone: } ent 4%42/3/4/5/6 


bwort 











“SEDALGESIA”.... 


A mew moun? ....... . Maybe! 


“SEDALGESIC”.... 





A new adjective?. , . Perhaps! 


‘dormiprin 


A SAFE “SEDALGESIC™... DEFINITELY! 
FOR INSOMNIA AND PAIN. 


___ tablets 


FORMULA 
¢ Cartromal BPC. 150mg. ¢ Bromvairctone BP C. SOmg 
de. Acetylsal. BP. 250 mg 
elkalised with Mag Oxid B_P. to minimise gastric irr dation 





+ Carb i and B Y are phy sologically harmicss 
OPEN-CHALN UREIDES producing none of the habit -forming 
20d otber chascally undesrable ade-eflects of the barbiturstes. 





“dormiprin’ * has no B.P., B.P.C. or NF entation and may be freely pre 
scribed as it comphes with the relevant recommendations of th ¢ Cohen Reps ort 


Clinical samples and literature on request 


CLINICAL PRODUCTS tp. py RICHMOND ENGLAND 


IN FIRE. H J. R MAYRS & CO GRAFTON STREET, DUBLIN 
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“SANTULLE 


READY-FOR-USE | 
DRESSINGS | 


These Packs of Dressings are designed | 


for greatest convenience. Each box con- 
tains pieces of open mesh tulle approx- 
imately 3?” square, impregnated with 
a sterile medicated base, ready for 


immediate application 


PETROLEUM JELLY 


36 cressings per tin 


PENICILLIN 


10 dressings per tin 


BURN AND WOUND 


36 dressings per tin 


A PRODUCT OF 


LixsonG 


OLDBURY 


é Za ltd. 
BIRMINGHAM 


WHEN. YOUR 
ADVICE IS 


‘don’t climb 
Stairs’ 


The ELECTRIC 


Home LIFT 


kasy to Ins-all Simple to Operate 
* Economical to run 


Infermation obtainable from 


HAMMOND & CHAMPNESS LTD. 
(Gnome House, Blackhorse Lane, London, E.17 








JAEGER 


Jaeger body-belts are made of pure wool, for 
these reasons. Wool keeps its wearer cool in 
summer and warm in winter. Wool quickly dis 
poses of perspiration without becoming clammy 
Being porous it allows both 


exhalations from the skin and the access of pure 


the escape of 


air to the skin. Jaeger body-belts sit well, stay in 
position, and give support without pressure. They 


are available in all sizes 


Jaeger House 204-206 Regent Street W.! 
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FOR THE TREATMENT OF 
DYSFUNCTIONS OF THE BOWEL 


“ Celevac’’ preparations of Methylcellulose 
provide a new method of treating persistent, 
chronic constipation without danger of impaction 
and undesirable side-effects. Owing to their 
absorbent properties, they also relieve certain 
forms of diarrhoea. 

Following ingestion, “* Celevac’’ passes through the 
upper digestive tract in solution, but it forms a bulky gel 
in the lower part of the small intestine, so modifying the 
bulk and consistence of the faeces. The preparations are 
non-irritant and may safely be given in cases of haemor- 
rhoids, proctitis, and similar conditions. 

“Celevac’’ is presented as pleasantly flavoured 
tablets and granules. The tablets may be chewed or 
swallowed whole, while the granules may be swallowed 
with a draught of liquid or sprinkled on cereals, porridge, 
stewed fruit, etc. 

PACKINGS : 

“ Celevac "’ tablets containers of 45, 250, and 1,000 

Each tablet contains 0.5 g. methylcellulose in a palatable 


chocolate base. 
“ Celevac”’ granules : container of 100 g. 


Literature and clinical material will gladly be supplied on request (f) 


HARKER STAGG LIMITED 


8 ST. GEORGE STREET, HANOVER SQUARE, LONDON, W.! 
Telephone : MAYfair 4323 
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CIMLAC GAUZE 


NON-GREASY NON-ADHERENT 


Reports on clinical trials indicate that remarkable results 
are obtained in the healing of chronic ulcers, wounds, burns 
and carbuncles, and that rapid control is obtained of infection 
due to Haemolytic Strep., Strep. Viridans, Staph. Aureus, 
B. Pyocyaneus, B. Subtilis and B. Proteus 
Cimlac Gauze is compatible with systemic antibiotic therapy 
PACKS Prescription: Boxes of 12 pieces 34” x 34” 
Hospital Boxes of 24 pieces 4” x 34 


Available only to Hospials, Private Practitioners, Medical Depts. in Industry 


CALPED FUNGICIDE 
FUNGICIDAL AND FUNGISTATIC 


The combination of Parachlorophenylether and Phenylmer- 

curic Nitrate in Calped provides rapid control of pathogenic 

fungi associated with Dermatophytoses, Tinea, Pruritus Ani, 

Pruritus Vulva and allied fungoid infections 

Rapid relief from itching aad irritation is obtained with 

subsequent healing of the lesions 

Available as a cream or powder 

PACKS: Calped Powder: 4 oz. drums | Ib Jars. 
Calped Cream: 1 oz. and 4 oz. tubes. 1 Ib Jars 


HYPON TABLETS @ 


The side effects of depression and constipation often 
associated with the administration of analgesics are HO 
avoided by the inclusion of Phenolphthalein and Caffeine Mic pewert! 
in a balanced formula e¢ontaining:—Acid, Acetysal., | 
Phenacet., Caffein., Codein. Phosph., Phenolphthalein. — aod 
Indications : All conditions where an analgesic 1s indicated, a 
and as an Antipyretic in cases of Influenza, Acute Rheum- 
atism, Tonsilitis and Coryza Lite j 

n, 20ns . ; , ey Aterature and samples available on 
PACKS : Screw Capped bottles: 50, 125, 250, 600 request. Our Medical Preparations 
and 1,000 tablets are announced only to the Profession 


CALMIC LIMITED CREWE HALL ° CREWE 


wv 
uf 








ANNOUNCEMENTS 














PAP LL AT AL AP AL AP APL AL AP AL AP AL ADAP AP OO PMP 


THERAPY OF ARTERIOSCLEROSIS 


DESCLERAN 
TABLETS (Sch. IV) 


4 New Product consisting of lodocholine lodide and 
phenylethylbarbiturate of Yohimbine and Quinine 





LOL MP PMP AMP LE LPM 


VASO-DILATOR AND ANTISPASMODIC 


Descleran counteracts the INDICATIONS 
General and localised vascular sclerosis and 
the maintenance treatment (between attacks 
for arteriolar spasm, vaso- | of Angina Pectoris. 
POSOLOGY 

One tablet half an hour before each of the 
disorders, and exercises the three principal meals, daily. 
therapeutic value of a high PRESENTATION 

Tube of 30 Tablets. 
Bulk packing for dispensing purposes—bottle 
sclerosis. of 250 tablets 


BENGUE & €O. LTD.. Manufacturing Chemists 
MOUNT PLEASANT e ALPERTON e WEMBLEY e MIDDLESEX 


PAPAL AL AP AL AP AP AP AL AP AL AL AL AL AP AL AY AP AP AP AL AP AY AP APL AP AL AL AL AP AL AP oO a 


sympathicotonia responsible 


constriction and functional 


Iodine content on the 

















Against 
exhaustion .. 


The energising and therapeutic effect of glucose is 
available in a most acceptable form in LUCOZADE 
Whereas ordinary glucose preparations may have a 
sickly and even nauseating effect on the palate, 


im proved LUCOZAD3& is remarkably refreshing. Once tasted 


it is never refused. This pleasing characteristic 
orm O is of the greatest value in treating cases of 
, shock, physical exhaustion and other conditions 


glucose therapy} “““* 


LUCOZADE 


LUCOZADE LTD - GT. WEST ROAD + BRENTFORD ~- MIDDX, 
Mite 
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‘THE NEEDLE,’ STAFFIN, SKYE 


Towering nearly 2,000 feet above the 
village of Staffin in Skye, * The Needle 
is one of the many fantastic rock 
pinnacles in this wild and remote spot 


gat be oe 
a IM 


HYPODERMIC NEEDLES are precisio 


n-made from 
rust-proof stainless Guaranteed to give a 
maximum number of injections without resharpening, 
they are themselves safeguarded against the minutest 
flaws by a series of severe tests. Use Vim needles 
with Vim Hypodermic Syringes 


Steel 


HYPODERMIC SYRINGES, individually calibra 
ted and made from glass of high thermal resistance 
May be sterilized at 160° C. Maximum compression 
ensured by individual matching of barrel and 
plunger, and careful precision grinding. A plunger- 
retaining clip is standard. Sizes up to 20 ml. Repair 
ervice available 


t price list 


Sole British a 
Distribu 


(except Canad 


Lonpire 


Head Office : 


Leeds 1. Also at: 38 Welbeck Street, London, W.1. 


The Old Medical School, Park Street, 





‘COLLISON 
INHALER 


FOR 


ASTHMA 


DELIVERED 
IMMEDIATELY 








First Month's Hire 
£3 3s. Od. 


Second & following do. 
£2 2s. Od. 
Telephone 
VIC. 1676 


THE INHALATION 
INSTITUTE LTD. 
87 ECCLESTON SQ., 


LONDON, S.W.1 














| mappin House, 





For the treatment of 


VARICOSE VEINS 


and their allied and associated disorders 
doctors are increasingly prescribing 


CMLIC.. 


SURGICAL HOSE 


Two-way Stretch 
ELASTIC HOSE 
made with “*LASTEX”’ yarn 


Ibtainable from high-class Chemists and Surgical Houses 
in case of difficulty, apply to Makers 


ACADEMIC DEPOT 


158-162 Oxford Street, London, W.! 
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Prompt relief . . . prolonged effect 


* Benzedrine’ vapour shrinks the swollen mucous membrane 

of the nose and thus relieves the heaviness, discomfort, 
and nasal congestion associated with colds, hay fever, 
sinusitis, etc. The effect lasts a full hour and makes fre- 
quent use unnecessary. 


The wide margin of safety and this 
prompt, prolonged vasoconstrictive 
action make ‘ Benzedrine’ Inhaler the 
ideal agent for reducing the nasal 
congestion accompanying children’s 
head colds and associated conditions. 
Children welcome the novelty of 
‘Benzedrine’ Inhaler treatment, show- 
ing none of the hostility that is often 
associated with the administration of 
‘nose drops’. 


ine’ Inhale 


gai medication 


5 
_ aromatic 


“CAZEDRINE\ _ 
OO HALER 


MENLEY & JAMES, LTD., 123 Coldharbour Lane, London, S.E.5 


for Smith Kline & French International ( . ner of the trade mark *Benzedrine 
BIP9O 
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flogging a 
tired horse 


THE VALUE of regular bowel 
movement is well known to Doctors 
but with changes in normal routine 
and the introduction of restricted or 
special diets many of their patients 
will experience constipation. The use 
of purgatives in such cases often 
stimulates the bowel to over-activity 
which is followed by a prolonged 
period of rest and consequent in- 
activity. The tired horse —so to 
speak — is flogged again and a 
vicious circle is easily established. 


Restoration of normal routine is 





best achieved by insistence on a 
regular effort and the provision of 
sufficient bulk to ensure normal 
peristalsis. *PETROLAGAR’ is de- 
signed to this end ; it provides 
‘soft bulk* by mixing intimately 
with the bowel contents and makes 
up the deficiency of moisture and 
mass essential to normal movement 
Gently but surely ‘ PETROLAGAR’ 
time.’ 


helps the return to ‘habit 


*PETROLAGAR’ is. issued in 
two varieties: Plain, and with 


Phenolphthalein. 


. Petrolagar > Emulsion 


Trade Mark 


JOHN 
CLIFTON 


WYETH @ 


HOUSE, EUSTON 


BROTHER, LIMITED 
ROAD, 


Wyeth 


LONDON, N.W.1 








ANNOUNCEMENTS 

















Sedative in all Nervous Affections 


FLIXIR GABAIL 


DosaGeE : One tablespoonful in water twice or thrice daily. 
As a hypnotic : Two tablespoonfuls at bedtime. 


Supplied in bottles of 187 c.c., 16 oz., and in bulk for dispensing 


THE ANGLO-FRENCH DRUG CO. LTD. 
1-12 GUILFORD STREET 3 LONDON, W.C.1 











FERRAEMIA 


BRAND 


TABLETS 


Chocolate coated and perfectly stable. Ferraemia Tablets 
cannot suffer loss from oxydation and the taste is completely 
masked. Ferraemia is economical in use and each batch is 
rigorously tested for rapid disintegration. 
INDICATIONS : Hemorrhagic Anemia. Anzxmia due to pregnancy. Nutri 
tional Anemia. Idiopathic Anemia. Ferraemia is useful as an adjuvant in 
Pernicious Anzmia, in Plummer-Vinson Syndrome, Splenic Anemia, Rheumatic 
Disease, Recurrent Cold and cases usually complicated by the presence of iron- 
deficiency anemia. 
FORMULA : Ferrous Sulph. exsic. gr. 2}. Dried Yeast 
gr.2. Copper Sulph. gr. 1/100. Manganese Hypophos 
gr. 1/32. Excip. gr. §. Chocolate Coating to gr. 84 
Supplied in bottles of 60 tablets. Also in Dispensing Packs. 
Samples and full details will gladly be sent on request. 


WILCOX, JOZEAU & CO., LTD. 


74-77, WHITE LION ST., LONDON, N.| 
and at Temple Bar, DUBLIN 
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Ventilation 


NASAL OBSTRUCTION and increased secre- achieve ventilation for several hours. By 
tion are undoubtedly the most distressing its use the patient may be relieved a 
symptoms of the common cold. A prime once of his symptoms and norma! 
factor in providing for the patient's function can be restored 


comfort therefore is the restoration of j ; 
ENDRINE is available in three 


varieties : Ordinary, Mild and Isotonic 


normal ventilation 


ENDRINE’ is a well-tried preparation io 


, . 
which contains ephedrine in concentrations Endri ne Vasal Compound 
harmless to the mucosa vet able to Trade Mark 


JOHN WYETH & BROTHER LTD. CLIFTON HOUSE, EUSTON ROAD, N.W.1 YW 





Pioglas 
VITA-E 75 1.U. 


ELUCAP 


(Vitamin E ) 
in the treatment of 


Cardiovascular-Renal Diseases 


Each Gelucap contains a concentrate of natural esters (d,alpha-tocopherol 
acetate) from vegetable oils, type VI, equivalent to 75 mgm. d.l. alpha 
tocophery] acetate. 

This therapy is today extensively prescribed in the U.K 


Also available a complete range of endocrine and endocrine-vitamin pre 
parations including BIOGLAN-A/R capsules for rheumatism, arthritis, 
rheumatoid-arthritis and fibrositis (based on the same cortical principle as 


CORTISONE and ACTH). 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


Tel. Address: “ BIOGLAN TOLMERS” ,. Phone: CUFFLEY 2137 
Literature on request 
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In penicillin therapy 


‘DISTAQUAINE’ 


brand 


> 


preparations of procaine penicillin offer the 


following advantages : 


Aqueous, containing neither oil nor wax 
Easy to prepare and administer 
Least possible pain on injection 


Effective blood levels up to 24 hours 
following administration 


Dry syringe unnecessary 


Equipment easily cleaned after use 


*DISTAQUAINE’ SUSPENSION, vials of 10 c.c. (300,000 i.u. per ¢.c.) 
*DISTAQUAINE’ G, vials of 300,000, 900,000 and 3,000,000 i.u. 
*DISTAQUAINE’ FORTIFIED, vials of 400,000 and 1,200,000 i.u. 


available from 
BRITISH DRUG HOUSES LTD 


ALLEN & HANBURYS LTD., 
EVANS MEDICAL SUPPLIES LTD 


BURROUGHS WELLCOME & CO., 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD 


* Distaquaine,” a trade mark, is the property of the manufacturer 


a! HE DISTILLERS COMPANY, 


LIVERPOOL 
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is Your 
Hypoder 


“a a 3 
Ca eri e « 
D git _— 
Mh” 


Complete safety has at last been 
achieved without boiling, or the use 


of spirit, by the new sterilizing Agent 


KATIODIN S.S. 2% 


READY FOR IMMEDIATE USE! 


Supplied in 2 oz. Bottles Full Literature Available from 


For Emergency Bag 2 the Distributors 
n Ok: CGe @ J. HALDEN & CO. LTD., 


80 oz. 52/6 37 BRAZENNOSE ST. 
Hospital Prices on Request MANCHESTER, 2 


A PRODUCT OF 


Halden 


(PHARMACEUTICALS) LTD 


MANUFACTURERS OF H E B, PARISEPSIN ETC. 
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CLINITEST 


Reon TRADE 


The one-minute tablet test for detecting urine-sugar 


Doctors and diabetic patients NO EXTERNAL HEAT REQUIRED. The beat is self- 
appreciate the advantages of this  8enerated by the tablet. 


convenient tablet method for CONVENIENT —PRACTICAL All essentials fit into a 
small pocket-size container. 

















detecting urine-sugar. Based on the 

same principles as the Benedict SPEEDY—DEPENDABLE. The test takes less than 
T oc ’ i 4 one minute but the sensitivity and reliability are 
est, ‘Clinitest’ provides a copper- equal to the other standard qualitative copper 

reduction test with all reagents reduction tests. 

compressed in a single tablet SIMPLICITY. There are three simple steps. Place 

five drops of urine in a test tube, 

add ten drops of water. Drop one 

. ‘Clinitest’ tablet into the solution 

‘ P \ 
CLINITEST’ and the N.H.S. and-allow thirty seconds fort 

action. Then compare with colour 
*Clinitest ’ sets and refill bottles of tablets comply with scale. 
the official specifications for appliances and reagents for NEW PRICES TO THE PUBLIC: 


Set, including 36 tablets - 10- 


urine sugar analysis which may be prescribed on Form EC10 che Galseienanien sae 

















Supplies now available through good-class chemists, or from the Sole Distributors ipproved by the Medical 
For full information and medical literature write to 


tdvisory Committee 


® DON S. MOMAND LTD - 58 ALBANY STREET, LONDON, N.W.1 of the 


Sole Distributors for Ames Company, Inc Diabetic Association 
A product of Ames Company inc., Elkhart, Indiana, U.S.A. 











and now— 


XYLOCAI NE 


-DIETHYLAMINO—2'6—DIMETHYLACETANILID 
nae 
THE NEW LOCAL ANAESTHETIC 
® QUICKER ACTING 
® LONGER LASTING 
® LOWER TOXICITY RATIO 
® GREATER STABILITY 


DUNCAN, FLOCKHART é CO.,LTD. 


SPECIALISTS IN ANAESTHETIC 


EDINBURGH LONDON 
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\ NEW EDITION 


A summary 

of informa- 

tion on the 

B vitamins 

with special refer- 

ence to the use 

; of Marmite in 

A copy sent , wo preventive and 
free on request \_— \« : curative medicine. 


THE MARMITE FOOD EXTRACT CO. LTD.- 35 Seething Lane, LONDON - E.C 


. SEDATIVE MEDICATION 
Sub for Children & Adults 
“RHYSO-VAL 

Fla 





VALERIAN DRAGEES 


A synergistic combination of pure valerian extract 
and minimal doses of carbromal B.P.C. producing 
an enhanced therapeutic effect. Free from odour 
or taste, each dragée contains valerian extract 
equivalent to 30 minims Tinct. Valerian B.P.( 

and carbromal B.P.C. 3 gr. 

% FREE FROM BARBITURATES 

% NO SECONDARY REACTIONS 

%*% NO CUMULATIVE EFFECT 

%*% NO KNOWN CONTRA INDICATIONS 


Medical literature and samples on request 


COATES & COOPER LTD | 


PYRAMID WORKS 
WEST DRAYTON MIDDLESEX 
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APATHY or lisi >ssness are 
symptoms commonly 
observed in debility states 
but, despite clinical tests, 
the cause often remains 
obscure. These are the 
circumstances in which 
the possibility of condi- 


tioned B-avitaminosis 
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; (pathy 


should be considered. 

A preparation containing 
all B-Complex factors, 
*BEPLEX’ will speedily 
resolve doubts on the 
vitamin 2tiology of 
symptoms, and restore 
any deficiencies that 


have arisen 


. Beplex ; ELIXIR AND CAPSULES 


Trade Mark 


JOHN WYETH & BROTHER LIMITED, 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 


Wyeth 
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ON PRESCRIPTION 


The restrictions on * Chloromycetin’ previously imposed by 
the Ministry of Health have now been removed and the new 
antibiotic may be prescribed for any of the wide range of 
infections which respond to this drug. 

Over 500 published reports confirm the value of * Chloro- 
mycetin’ in typhoid and typhus fevers, bacillary and cocca! 
urinary infections, bacterial and virus pneumonias, undulant 
fever, whooping-cough, salmonellosis (food-poisoning), infantile 
gastro-enteritis, simple and complicated surgical infections, 
laryngo-tracheo-bronchitis and herpes zoster. Limited clinical 
experience has suggested its wider application in gonococcal 
infections, syphilis, prostatitis, epididymitis, ulcerative colitis, 
trachoma, mumps and chicken pox. 


‘ Chloromycetin’ is administered orally in capsules of 0.25 gm. 
In most conditions, 3 gm. daily, divided into doses given at not 


more than 8-hour intervals, is adequate. 


In vials of 12 capsules of 0.25 gm., on prescription only. 
ap P Pp 





PARKE, DAVIS & COMPANY 


HOUNSLOW MIDDLESEX HOUnsiow 2361 Inc. U.S.A., Liability Lid 
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Alkaline Effervescent 
Compound..... 


Alka-Zane" is a systemic 
alkalizer which provides 
those minerals most com- 
monly utilised by the body to maintain a normal electro- 


lyte pattern and which are essential to correct tonic 


imbalances which may develop as a result of metabolic 
disorders or infections. 


INDICATIONS. Jn obstetrics an effective adjuvant in disturbances which 
cause a decline in alkali reserve, especially in vomiting of pregnancy. 


In 
paediatrics for combating acidosis in nutritional or diarrhoeal disorders and in 
evclic vomiting of children 

In general medicine 


im the 


an aid 
treatment of neph- 
ritis, fevers and wasting 
disorders 


PACKING 
dvailable in 4 oz ottles 


Purchase Tax whe ssed 


FORMULA 4c.Cit 7 

Bicarb. 4 #. Bicarb, 7 Cale. Phosph 
3.5%, Mag Msp 5 ale. Glycerophosph 
1.6 





no WARNER 


PREPARATION 


Wdlblbiam R WAR N E R ana @. td Powe »~ Road. London WF 


was EVER BEEN ADVERTISED ue 











THE PRACTITIONER 








Recommended for the treatment of 


seborrheic dermatoses, Collosol Sulphur 
Cream contains 2° finely divided sulphur 
in a water miscible base. This cream 
facilitates degreasing of the skin 
and its removal is effected by rinsing 
with warm water alone—no soap 


or detergent being required 


COLLOSOL SULPHUR CREAM 


Collosol Sulphur Cream is available in 2oz. pots 


S$ CROOKES ABORATORIES LIMITED PARK ROYAL 
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S OXYTOCIC 


£ 
SANDOZ 


METHERGIN 


Clinically, Methergin shows an oxytocic 
action which is 1.5—2 times more 
powerful than that produced by ergo- 
metrine and has a more prolonged 
duration of effect, lasting up to 8 
hours. It exerts no untoward action 
on blood pressure. 


Methergin, a preparation of methyl- 
ergometrine tartrate, is the result of 
partial synthesis. The addition of this 
compound to the range of preparations 
indicated for the treatment of obstetri- 
cal and gynaecological haemorrhage 
marks a real advance from the clinical 
viewpoint and will be welcomed in a 
world where ergot has become 


extremely scarce. 


Tablets : Ampoules : Oral Solution 


Literature and samples available on 
reque st 


Sandoz Produets Ltd. 


134, Wigmore Street, London, W.] 
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modern 


treatment of 
varicose conditions 


Modern technique embraces ligature, injection 


and firm compression bandaging 


Suitable compression bandages are: 


Elastoplast Elastocrepe 
Elastolex Elastoweb 
Diachylon / Elastocrepe 
Viscopaste Ichthopaste 
Coltapaste 


( Plentiful supplies of all these bandages are now available) 


Products of T. 3. SMITH & NEPHEW LTD., NEPTUNE S8T., HULL 


Ree 
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The Original and 
Standard Emulsion 


of Petroleum 


Angier’s Emulsion is made with petroleum 
specially purified for internal use. It is the 
original petroleum emulsion—the result of 
many years of careful research: and experiment. 
There is a vast amount of evidence of the most 
positive character proving the efficacy of 
Angier’s in sub-acute and chronic bronchitis. 
It not only relieves the cough, facilitates expect- 
oration, but it likewise improves nutrition and 
effectually overcomes the constitutional debility 
so frequently associated with these cases. 
Bronchial patients are nearly always pleased 
with this emulsion, and often comment upon 


its soothing, “ comforting ”’ effects. 


Angier’s Emulsion 
g 


THE ANGIER CHEMICAL COMPAN! IIMITED, 8, CLERKENWELL BROAD, LOBDOR, 5.01 
































THE PRACTITIONER 














ay aside life-harming heaviness, 


and entertain a cheerful disposition. 


KING RICHARD IL, 


The use of ‘ Dexedrine ’—even in the juvenile—for overweight 
is accepted therapy. By controlling the appetite it overcomes 
the difficulty of maintaining the necessarv but irksome dietetic 
restriction, and moreover counteracts the depression which frequently 
accompanies a low calorie diet. 
‘Dexedrine’ may be safely employed in cases of diabetes 


and hypertension, when loss of weight may favourably 
influence ultimate prognosis. 


‘Dexedrine’ Tablets 


each tablet contains § mg. dextro-ampheta 


MENLEY & JAMES, LTD., 123 COLDHARBOUR LANE, LONDON. S.E.5 


for Smith Kline & French International Co., owner of the trade mark ‘ Dexedrine.’ 
DP110 
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Of ficacy and 


Con VONECE FICE rn 


Antactd Shevapiy 


{ In the management of gastro-intestinal 
—— disorders associated with hyperchlor- 
hydria, *‘ Milk of Magnesia’ Tablets have proved 


of outstanding value. 


Exerting an immediate and prolonged neutralis- 
ing action, ‘ Milk of Magnesia’ Tablets offer a 
valuable prescription to the physician for the 
treatment of simple digestive upsets, including 
gastritis and duodenitis, and equally so, for those 
cases where frank ulceration has occurred. 


Pleasantly mint flavoured and _ conveniently 
portable, they are always ready to hand when- 
ever the need of alkalisation arises. 


‘Milk of Magnesia’ 
TABLETS « 


Available in bottles of 30, 75 and 150 tablets 


Uc + ae Ys Ul, ws hemial C, : Vide 


WARPLE WAY, LONDON, W.3. 


ion of magnesia. 
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THE NEW IMPROVED PRE—COOKED 


CEREAL FOOD 


CEREX is a careful blend of cereals with the addition of 
essential minerals and Vitamin D in stated amounts. 


CEREX is an essential component of the diet at wean- 
ing time. 


A COW & GATE TESTED STANDARDISED PRODUCT 


May we send you a sample for clinical trial ? 


COW é GATE MILK FOODS 


GUILDFORD ~ SURREY 
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For the treatment 
of Thrombosis 


THE LOW toxicity of Heparin makes it the anticoagulant 
of choice in the treatment of established thrombotic 
conditions. 

Boots Heparin Preparations are manufactured 
only from high potency Heparin and are pyrogen 
free 


Injection of Heparin, B.P.- Boots 


To obtain a powerful action of short duration, injection of 
Heparin B.P.-Boots is given intravenously. It is prompt in 
action, practically non-toxic, and any side effects due to 
accidental overdosage are readily and easily controlled. 

5 ml. rubber-capped vials of 1,000 0r 5,000 1,U.. of Heparin, B.P. 
per ml., also 25,000 I,U. per mil., for intramuscular injection. 


Heparin Retard-Boots 


When prolonged anticoagulant therapy is essential, it is 
sometimes convenient to give Heparin Retard-Boots by 
intramuscular or deep subcutaneous injection, two injections 
daily ensuring adequate heparinization in the majority of 
cases 
2 mil. ampoules, each containing 20,000 I.U. of Heparin, 
B.P. in a modified Pitkin’s menstruum. Boxes of 6. 


Injection of Protamine Sulphate (1°,)-Boots will restore 
immediately the original clotting time of the blood, should 
this be necessary. 

Available in boxes of 6 x 10 ml. ampoules 


Literature and further information 
obtainable from The Medical Department 
BOOTS PURE DRUG CO. LTD. 

Nottingham England 
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\ new approach in the treatment 
of children with the vitamin B 
complex is provided by Befortiss 
Elixir. This is a pleasantly flavoured 
preparation which children readily 
accept, when capsules, tablets and 
less palatable fluids might be resisted. 


Full particulars and a sample for clinical tria 


sent on request 


BEFORTISS 
ELIXIR 


The vitamin B complex 
in a pleasant fluid medium 





VITAMINS LTD. (DEPT D277, UPPER MALL, LONDON, W.é 
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Cremoticsamide © 1s a delicious lime-flavoured suspension 
which not only takes advantage of the freedom from 
renal toxicity offered by using three sulphonamides 
in combination, but provides even greater security by 
employing as a component the extremely soluble and 


active sulphonamide, Sulphacetamide. 


* Cremotresamide > reduces the incidence of crystalluria 
and toxic reactions to a minimum and obviates, in the 


majority of cases, the necessity for alkalisation 


* Cremotresamide * combines low toxicity with excellent 


tissue distribution and good therapeutic efficiency 


‘ Cremotresamide * is particularly acceptable to children, 


but will be found useful in all age groups. 


Sharp & Dohme Ltd., Hoddesdon, Herts. 








cremotresamide 


Triple Sulphonamide Suspensior 


kor even greater security in sulphonamide 
therapy 
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CO-OPERATION is quickly established between 
young patient and doctor when GLUCOVITE 


is the tonic prescribed. 

Its delicious flavour and attractive appearance 
are universally popular with children (and, it 
might not be out of place to say, with adults, 
too !). 

Adherence to the dosage time-table, so impor- 
tant in tonic therapy, thus presents no problem. 
GLUCOVITE combines vitamins A & D with 
glycerophosphates of manganese, sodium and 
potassium and ferric pyrophosphate 1n a deliciously 
— elixir. It has long been a firm 
avourite with doctors who have experienced its 
high acceptability and therapeutic effectiveness. 


Clinical samples and literature 
gladly, on request. 


GLUCOVITE 


TONIC ELIXIR 


Vitamins A & D with glycerophosphates and iron. 


9 
0 
9 
0 
9 
0 
0 
9 
9 


HOUGH HOSEASON & CO. LTD - CHAPEL STREET MANCHESTER 19 
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The OUTLOOK 


*) can be made 


FAIR 


During the menopause, when the 
emotional outlook is as changeable as 
the weather, balance may be restored 
and the outlook ‘set fair’ by the 
administration of Euvalerol M. 
Euvalerol M, containing an odourless 
preparation of valerian with } grain 
(16 mg.) phenobarbitone and 0'| mg 
stilbestrol in each fluid drachm, is 
designed to counteract the vasomotor 
and psychic disturbances of the 
menopause. 


Diminution of symptoms, = general 
improvement in well being and restor- 
ation of emotional stability are rapidly 
Observed following the use of 
Euvalerol M 


EUVALEROL M 


In bottles of 4 and 8 fluid ounces 


Literature on ¢pplication 


ALLEN & HANBURYS LTD. LOWDOWN. €E.2 


TELEPHONE De ge ea 21mes "hiéC haw atinmauar 


~ 
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For the relief of sore throat 


Sulphathiazole is 
particularly effective 
against the haemolytic 
streptococcus, which 
apparently causes the 
vast majority of 

sore throats. 

*SULFEX * combines in a 
single chemically stable 
preparation the potent 
bacteriostatic action of 
sulphathiazole and the 
effective vasoconstriction 
of * Paredrinex * 
Administered intranasally, 
SULFEX ° is particularly 
successful in the treatment 
of zcute nasopharyngitis. 
The suspension retards 
the proliferation of 
bacteria before they reach 
the nasopharynx, whilst 
part drifts downwards to 
form a fine frosting over 
the nasopharyngeal 
mucosa, froviding marked 
surface analgesia and 
prolonged bacteriostasis 


Widtidids 
HL 
Wi 





MENLEY & JAMES, LIMITED 
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MACFARLAN’S 
ANAESTHETIC 
ETHER (Keith’s) 


Those who have used it know 
the purity and reliability of 
this anzsthetic agent, the 
result of nearly a century of 


patient research and experience. 


Samples are available on request. 


J. F. MACFARLAN & Co. 


ESTBD. 1780 
109 ABBEYHILL 8 ELSTREE WAY 


EDINBURGH, 8 BOREHAM WOOD 
HERTS 
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In the Service: - - 


Naturally HE Science of Therapeutics 
recognizes that all reparative 


Induced processes require maximal rest— 
and that naturally induced sleep is its ideal form. 


Restora tive For promoting natural sleep, a hot, 
- readily digestible food beverage is 
Sleep your first choice, especially when 
insomnia results from pain or rest- 
lessness, or from either psychical or dyspeptic syndromes. 
A nutritious food drink is equally valuable in encouraging 
undisturbed rest in cardiac distress, lobar pneumonia and 
other states in which insomnia is a common feature—but 
where narcotics are contra-indicated. ‘ Ovaltine’ is an 
invaluable adjunct in these cases because it counteracts 
sleeplessness while providing in soluble, palatable and 
easily digestible form, important nutritional principles 
essential for tissue repair. 


° * Ovaltine ’ encourages seda- 

In the Service tion by day, suameaibes sleep 
of by night; concurrently it 

ailian , supplies promptly assimilable 
Rehabilita tion  nutriment, including vitamins 
whose easy digestion leaves 

your patients’ tranquillity undisturbed throughout. In 
diseases, such as myocardial insufficiency and pneumonias, 
which present the two-fold problem of irritability and 
difficult feeding, you may confidently prescribe ‘ Ovaltine.’ 


Vitamin Standardization per oz.—Vitamin B,, 0.3 mg. ; 
Vitamin D, 350 i.u. ; Niacin, 2 mg 


Ovaltine 


A. WANDER LIMITED, LONDON W.1. 
Factory, Farms and ‘ Ovaltine’ Research Laboratories: 


King’s Langley, Herts. 


M.355 
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7 Dicdary Vysprepsiat 


>VERY physician is familiar with the patient 
~complaining of sour stomach, flatulence, 
epigastric pain, eet... yet in whom no cause can be 
found other than a history of dietary indiscretion 
often aggravated by the indiscriminate use of 
Sodium Bicarbonate, Bismuth or similar remedies. 


‘Alocol’ is the logical method of treatment in 
these cases and physicians constantly confirm its 
gives effective and 


exceptional value. Its use 
conjunction 


lasting relief of symptoms and, in 
with dietary discipline, assists in restoring normal 
digestive balance. 

‘Alocol’ neutralizes excess gastric acidity to the 
most favourable degree without provoking the 
danger of alkalosis, thus producing a markedly 
soothing effect on the gastric mucosa with the 
prompt relief of pain and discomfort. 


SHocol 


Colloidal Aluminium Hydroxide 


Tablets & Cream 





lr atlable in the form of Powder 
Complete chemical history of ‘Alocol,’ with 
clinical reports and supply for trial, sent free 
to physicians on request 
A. WANDER LTD. 
Manufacturing Chemists 
42 Upper Grosvenor Street, 
Grosvenor Square, London W.1 
*Alocol’, in all its forms, is @ strictly ethical 
product; it is not advertised to tne public. 
M. 320 
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FOR THE RELIEF of bronchial asthma, a 
choice of ‘ Neo-Epinine’ preparations is 
Available. Almost immediate relief is : 
obtainable by oral inhalation of No. 1 ‘6 Neo-Epinine 9 
Spray Solution, a plain 1 per cent aqueous e 
preparation. The 20 mgm. compressed 
products, placed beneath the tongue, act IN THE 
within 5-10 minutes. Stubborn cases 

need oral inhalation of No. 2 Compound TREATMENT OF ASTHMA 
Spray Solution which contains | per cent 
of drug with 2 per cent of papaverine 
and 0°2 per cent of atropine methonitrate 


* 


tsoprenaline Sulphate 











BURROUGHS WELLCOME & CO. (The Wellcome foundationid) LONDON 
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/AALANOIDS 


PROETHRON 


2 U.S.P. units per mi 





* Increased strength 


PROETHRON FORTE 


4 U.S.P. units per mi 


Crude Liver Extracts for 
intramuscular injection 


PROETHRON 15 


é NEW STRENGTH 


15 U.S.P. units per ml. 


Concentrated Liver Extract 
for intramuscular injection 


@ Write for literature :— 


Telephone THE 


CLERKENWELL 


- 
“s\"" frmour Laboratories 
ARMOSATA.PHONE 
eee LINDSEY STREET - LONDON - E-C-! 
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Releasing the Tension! 


In the symptomatic treatment of the many disorders 
result ng from nervous stress, sub hypnotic doses of 
*“AMYTAL” ease the tension They provide a mild 
sustained cerebral depression without diminishing 
intellectual capacity, Independent of normally func 
tioning kidneys for their elimination, sedative doses 
of ‘AMYTAL’ are entirely destroyed within the body 
each day The cumulative eftect of longer-acting 
barbiturates giving rise to daytime drowsiness, 
irritability and mental confusion—is thus not ex 
perienced with ‘AMYTAL.’ lo relieve nervous 
tension without jeopardising —daytim« alertness 


the physician can safely prescribe AMYTAL.’ 


AMYTAL 


AMYLOBARBITONE 


. 
TRADE MARK 


ELI LILLY AND COMPANY LIMITED BASINGSTOKE += HANTS 
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THE MONTH 


THE practice of medicine is full of fascinating paradoxes and anomalies. 
Take, for instance, varicosity of the veins, one of the penalties imposed upon 
man on adopting the erect posture. This is probably one of 
The the most common conditions encountered in practice, and 
Symposium yet, in spite of the almost countless pages which have been 
written on the subject, there is still no unanimity upon the 
best line of treatment. The answer may well be, as is so often the case in 
these circumstances, that there is little to choose between them and that the 
result depends principally upon the skill with which treatment is selected 
and applied. However that may be, we have felt that the time has come for 
a symposium on the general problem of ‘diseases of the veins’. Four of the 
articles deal with varicose veins and cover the major practical aspects of 
the subject, i.e. etiology and incidence, complications and treatment. The 
other important disorder of the veins, thrombophlebitis, is covered in two 
articles. Here the major consideration is the change in outlook and treatment 
which has been brought about by the introduction of the anticoagulants and 
a full appreciation of how to use them. An equally important advance has 
been the recognition of the importance of prolonged rest in bed, often ac- 
companied by faulty posture, in the etiology of this common, and often 
serious, condition. Much of the advance in knowledge is due to a fuller 
understanding of the mechanism of venous thrombosis, and in elucidating 
this problem a prominent part has been played by Professor A. J. Quick of 
Milwaukee. We are therefore particularly pleased to be able to include in 
this symposium an introductory article from him on ‘modern concepts of 
venous thrombosis’. 





THE ‘might-have-beens’ of history are among the most intriguing topics of 
discussion, and there is often much to be learned from them. Certainly, 
during these last few weeks there must have been many a 

Dropping doctor who has wondered what might have happened to the 
the National Health Service if only the late Minister of Health had 
Pilot been endowed with a modicum of sweet reasonableness. His 
piloting of the National Health Service has been a hair-raising 

episode, and there will be few members of the medical profession who will 
not give a sigh of relief at his being transferred. His successor, Mr. Hilary 
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Marquand, is a relatively unknown quantity so far as medical matters are 
concerned, but he can rest assured that he enters upon his new duties with 
the goodwill of the medical profession behind him. If he can carry into his 
dealings with them that understanding of human relationships which was so 
lacking in his predecessor, and to which he must have given so much thought 
while professor of industrial relations in the Principality, he should have 
little difficulty in correcting the errors of omission and commission which 
have been such unpleasantly marked features of the Ministry’s attitude in 
the past. One immediate danger he will need to avoid is that of becoming too 
subservient to his permanent officials. If there is one outstanding lesson to 
be learned from the past history of the National Health Service, it is that 
bureaucracy maims, and even kills, a liberal profession. If the new Minister 
will only give the doctors of the country the opportunity of carrying into 
practice their recommendations for the reform of the Service, he will not 
only obtain better service from them, he will also benefit the sick citizens of 
the country and, incidentally, the Treasury. 


THE spate of articles now appearing with great regularity in the American 
medical press leaves no doubt as to the potentialities of cortisone and the 
pituitary adrenocorticotrophic hormone (ACTH). It has 

Cortisone already been reported that they have a beneficial action in such 
and an apparently variegated assortment of diseases as rheumatoid 
ACTH arthritis, rheumatic fever, psoriatic arthritis, Addison’s disease, 
asthma, hay fever, burns, pemphigus, exfoliative dermatitis, 

lupus erythematosus, inflammatory eye diseases, ulcerative colitis, the 
leukemias and Hodgkin’s disease, to mention only a few. As Sprague and his 
colleagues have pointed out (¥. Amer. med. Ass., December 16, 1950, 144, 
1341), ‘accumulated evidence indicates that cortisone and ACTH are power- 
ful agents which are capable of influencing the metabolism of many, if not 
all, tissues of the body’. This introduces a new principle into the thera- 
peutics of many non-bacterial diseases and means that we are no longer 
treating that symptomatology which has for so long been accepted as 
evidence of a separate disease entity. It may well be that before long the 
distinction between ‘syndrome’ and ‘disease’, which has always been one of 
the fundamentals of clinical medicine, will become vague and shadowy, for 
what we have hitherto regarded as a disease entity will be shown to be 
merely one of many variations of a more fundamental disturbance of tissue 
metabolism. Pending the elucidation of this most intriguing problem, careful 
heed must be paid to repeated warnings that, used indiscriminately, these 
two agents can be dangerous to life. The latest of these warnings concludes 
a report by Boland and his colleagues on the activity of cortisone acetate 
when given by mouth (7. Amer. med. Ass., January 6, 1951, 145, 8): ‘Many 
more facts must be ascertained before this powerful hormone with its many 
physiological properties can be considered a safe therapeutic agent for 
general distribution and use. Now that the saline suspension of cortisone 





THE MONTH 211 


acetate has been placed on the market for sale, physicians must exert great 
caution in order to prevent its indiscriminate use’. 


UP to the advent of socialism as a political power the partnership of state, 
charity and voluntary service was, on the whole, a happy and beneficial one, 
as is well exemplified in the development of our social services 
The during the last hundred years. Power, however, begets not only 
State power but also intolerance, and this partnership is rapidly dis- 
and solving as the state spreads its tentacles throughout the whole of 
Charity our social structure. In the early days of the National Health 
Service there were many who thought, and hoped, that there 
might still be a place for voluntary service in humanizing the inevitably 
impersonal outlook of the state, but the latest move of the Ministry of 
Health suggests that this is scarcely likely to be maintained. In recent years 
many people made their contributions to the voluntary hospitals in the form 
of Covenants under Deed of at least seven years’ duration, which enabled 
the hospitals to claim back income tax on the gift. Since the nationalization 
of the hospitals a considerable number of these covenanters have decided to 
stop their contributions, on the ground that they were intended to support 
voluntary hospitals. This perfectly natural step is being opposed by the 
Ministry of Health, and a circular letter has now been issued by the Ministry 
to all such ‘defaulters’ drawing attention to the fact that under the National 
Health Service Act covenanted subscriptions ‘became payable to the 
Minister of Health to be credited . . . to the Hospitals Endowment Fund’. 
It has been reported that gooo such cyclostyled letters have been sent out, 
so obviously the reluctance to continue subsidizing state hospitals is wide- 
spread. Whatever the legal aspects of the matter may be, and presumably the 
Minister took legal advice before acting in this way, as a tactical move there 
is everything to be said against it. If such covenants were made as con- 
tributions to help a local hospital which was largely dependent upon 
voluntary subscriptions for its income, then the changed conditions since 
the introduction of the National Health Service are adequate grounds for 
releasing the subscriber from his covenant should he so desire. This legalistic 
approach can do nothing but harm and, whatever its outcome, it is a com- 
plete negation of that spirit of service and mutual help which has hitherto 
been one of the glories of the hospitals of the country. 


it was Lord Beveridge himself who pointed out that accurate medical 
certification was the major safeguard against the financial insolvency of the 
national insurance service. The profession willingly ac- 

Medical cepted this new responsibility and is conscientiously con- 
Certificates tinuing to do so. There is a limit, however, to what even the 
most conscientious practitioner can fit into the twenty-four 

hours, and the time has come when a strong protest must be entered against 
what The Manchester Guardian describes as ‘the growing tendency for 
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Government departments to regard the doctor as an inspector for ad- 
ministering their regulations’. The habit first became general during the last 
war when a doctor’s certificate was an open sesame to many of the minor 
comforts of life—petrol, fuel, milk, hot-water bottles, corsets, or extra leave. 
After the war, as regulations were gradually relaxed or abolished, the list of 
certificates diminished, leaving behind mainly those of a purely medical 
nature. Even these were considerably in excess of those in existence in 1939, 
but their necessity under the new health organization was accepted. There 
is all the difference, however, between signing a certificate based upon 
medical grounds, and being expected to pry into a patient’s private affairs 
before signing, as was recently suggested by the Parliamentary Secretary to 
the Ministry of Fuel and Power. Why, before giving a certificate that a 
patient ‘requires additional heating’ should a doctor be expected to satisfy 
himself that the patient’s coal cellar is empty? Surely, that is the task of the 
local fuel inspector. It is a sad reflection on the concept of medical practice 
possessed by members of the Government if they can seriously suggest in 
public that such ‘snooping’ comes within the categories of the duties of a 
medical practitioner. 


THE innate conservatism of medical (and nursing) practice is nowhere better 
illustrated than in the persisting use of the bedpan. It is practically seventy- 
five years since this instrument of orture was first patented in 
Damning America and, in spite of repeated protests from more pro- 
the gressive physicians and surgeons during the last twenty years, 
Bedpan there are few hospitals in which it is not yet still used daily. 
A recent American report, however, on ‘the energy expended 
by patients on the bedpan and bedside commode’ (7. Amer. med. Ass., 
December 23, 1950, 144, 1443) would appear to be the death knell of one of 
the most disturbing features of hospital life, so far as the patient is con- 
cerned. This report is based upon an investigation of the oxygen consump- 
tion (in excess of resting) of 13 non-cardiac, and 15 compensated ambulant 
cardiac, subjects while performing Valsalva manceuvres on the bedpan and 
on the bedside commode under standardized conditions. In the cardiac 
group the oxygen consumption was 50.7 per cent. higher on the bedpan than 
on the commode, whilst in the non-cardiac group the increase was 48.4 per 
cent. In all subjects the difference in mean excess oxygen consumption was 
objectively and statistically highly significant. Here at last is the objective 
evidence for which we have all been waiting. No longer need we be de- 
pendent upon evidence based upon patients’ likes and dislikes. The scientists 
have spoken and have demonstrated in a most convincing manner that the 
bedpan, as compared with the commode, is an entirely unphysiological 
utensil for the purpose of evacuating the bowels. There will, of course, 
always be a limited use for the bedpan, for instance for patients who are un- 
conscious, disoriented, or suffering from extreme weakness, but for the vast 
mjority of patients the bedside commode is clearly to be preferred. 
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PROGRESS is rarely achieved by ruthlessly brushing aside existing knowledge 
and formulating new and radical theories. Often the re-examination of 
known facts and their re-evaluation and re-interpretation serve as the surest 
means to construct a solid foundation from which new advances can be 
launched. This applies particularly well to the problem of venous throm- 
bosis. John Hunter (1793) clearly recognized that inflammation of a blood 
vessel gave rise to venous thrombosis. After nearly two centuries it is still 
valid to regard an alteration in the endothelial lining as the primary cause 
of this pathological condition. Several decades have passed since Aschoff 
(1924) enumerated three other factors, namely, impairment of circulation, 
changes in the cellular constituents of the blood, and increase in the coagu- 
lability, as contributing to the thrombotic tendency. These are now generally 
accepted as the important causes of intravascular clotting, but thus far there 
has been no successful correlation of these factors. Particularly troublesome 
has been the evaluation of the coagulability of the blood in terms of physio- 
logical significance. But even a casual survey of the work done on thrombosis 
makes it apparent that a practical understanding of the coagulation 
mechanism is the key to the solution of this problem. 

The coagulation of the blood, like most physiological processes, is com- 
plex, but the basic known facts underlying this mechanism are relatively 
simple and lend themselves to a logical analysis of the interplay of forces 
which maintain the fluidity of the blood, and of the causes that lead to the 
disruption of this balance, and thereby produce thrombosis. 


THE CLOTTING MECHANISM 


For a fibrin clot to form, only two agents are necessary; namely, fibrinogen 
and thrombin. Since the former is the passive factor in the reaction, all of 
hzmostasis and thrombosis evolves about thrombin. Four recognized sub- 
stances are required to produce this important agent. ‘They are prothrombin, 
labile factor, calcium, and thromboplastin. ‘The first three can be grouped 
under the term ‘prothrombin complex’ and treated as a unit. Various studies 
made on the reaction between the prothrombin complex and thromboplastin 
strongly suggest that it is best explained on a steechiometric basis (Mertz et 
al., 1939; Quick, 1947a,b; Quick and Stefanini, 1949a). Normally, pro- 
thrombin and its components are in excess, and therefore available thrombo- 
plastin becomes the limiting factor in the production of thrombin. Obviously 
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an increase of prothrombin above the normal level is not likely to accentuate 
the thrombotic tendency. 

Thromboplastin is a decisive factor in intravascular clotting. Whereas this 
agent in its active state is widely distributed in the various tissues of. the 
body, in the blood it exists only in a precursor state, for which the term 
thromboplastinogen has been suggested (Quick, 1947a). For its activation, 
it requires a principle that is derived from disintegrating platelets. So long 
as these cells remain intact, no thromboplastinogen is converted to the 
active state, and therefore no thrombin is produced. 

For a clot to form it is not only necessary to have platelets, but an agent 
that brings about their lysis. It is generally accepted that contact with a 
rough surtace causes the platelet to adhere and then to disintegrate. ‘The 
observation of Biirker (1904), that the factors which inhibit coagulation also 
tend to preserve the platelets, has been given little consideration. It is 
significant that the platelets are remarkably stable, irrespective of the surface, 
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Fic. 1.—The coagulation mechanism. The reciprocal interaction of platelets and thrombin 
may be designated as the thrombinogenic cycle. 


in hemophilic blood, in severe hypoprothrombinzmia, and after the addition 
of heparin or the removal of calcium. In all, the common factor is the lack 
of thrombin. This suggests that the latter agent is responsible for thrombo- 
cytolysis. Interestingly enough Fonio (1940), and recently Zatti (1948), have 
observed that thrombin causes platelets to undergo morphological changes 
which result in their destruction. 

Since platelets are essential for the formation of thrombin, and since this 
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agent in turn is required to labilize and to disintegrate the platelets, one has 
the essential requirements of a chain or autocatalytic reaction. In figure 1 
a scheme of the clotting mechanism is presented which incorporates the 
known agents taking part in the reaction, and includes the chain reaction, 
which may be designated as the thrombinogenic cycle. 


DEFENCE AGAINST INTRAVASCULAR CLOTTING 


Because thrombin is an enzyme, it can, even when present in minute 
amounts, convert a large quantity of fibrinogen to fibrin. From 1 ml. of 


THROMBIN + FIBRINOGEN —————-—————> THROMB IN-F 1 BR INOGEN 


HEPARIN-ALBUMIN X, ALBUMIN X 
(Normal anti thrombin ) 


Fic. 2.—The interrelationship of the antithrombins. The number 
of lines indicate the comparative affinities for thrombin. 


blood, sufficient thrombin can be prepared to clot, in suitable circumstances, 
all of the circulating blood. Furthermore, thrombin possesses the power to 
labilize platelets and therefore to set into motion a chain reaction which, if 
unchecked, would convert most of the body’s prothrombin to thrombin. 

Plasma antithrombin.—Since thrombin is the sine gua non of thrombosis, 
the control of the concentration of this agent is most important. Early in the 
study of coagulation it was observed that serum inactivates thrombin fairly 
rapidly and in large amounts. It was therefore concluded that blood contains 
a natural antithrombin, and it is widely assumed that this agent has an 
important function in maintaining the fluidity of the blood. Recently, 
Ochsner and his associates (1950) have postulated that a decrease of anti- 
thrombin concentration accentuates the thrombotic tendency. Such a theory 
has one great weakness, namely, that this serum antithrombin does not in- 
hibit the action of thrombin on fibrinogen. The latter has a greater affinity 
for thrombin than the antithrombin, and therefore clotting proceeds un- 
hampered until all the fibrinogen is converted. This natural antithrombin is 
not an anticoagulant. Whether the neutralization or inactivation of thrombin 
by this antithrombin (which is a protein present in the albumin fraction, and 
which may be called for convenience, albumin X; Quick, 1938) is a true 
physiological function or merely accidental it is difficult to say. 

When heparin was discovered by McLean and Howell, physiologists were 
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led to believe that this was the agent which preserved the fluidity of blood. 
Heparin with a co-factor present in the serum albumin fraction is, in 
contrast to the serum antithrombin, a powerful anticoagulant, since it in- 
activates thrombin before it can react with fibrinogen (Quick, 1938). In 
figure 2, the interrelation of the various agents that have an affinity for 
thrombin is presented. An antithrombic agent becomes an anticoagulant 
only if its affinity for thrombin is greater than that of fibrinogen. Since the 
concentration of heparin in blood is so minute that it cannot be measured 
by ordinary laboratory tests, it must be dismissed as being a significant factor 
in safeguarding against thrombosis. There is, furthermore, no evidence that 
heparin is ever mobilized to protect against intravascular clotting. If throm- 
bin is injected slowly into a vein, all of the fibrinogen is gradually removed, 
but no heparin is poured into the blood. In anaphylactic shock a striking 
heparinemia may occur. This suggests that heparin participates in im- 
munological reactions, but may perhaps play no part in the blood-clotting 
process. 

Fibrin, the physiological antithrombin._-On the basis of the foregoing 
observations it seems justifiable to conclude that the organism does not 
depend upon antithrombins and anticoagulants to protect itself against 
intravascular clotting. Therefore it is necessary to explore the possibility that 
the control of coagulation within the body may perhaps be by inhibition of 
the formation of thrombin. Favre-Gilly and I (1949) made the significant 
discovery that when normal blood clots in a test tube, so little prothrombin 
is activated that it cannot be estimated. On further study we found that 
immediately following the separation of the serum from the clot by centri- 
fugation, a rapid activation of prothrombin occurs. ‘The observation is 
easily explainable. After the formation of a minute quantity of thrombin, a 
small amount of fibrinogen is converted to fibrin. The latter immediately 
absorbs thrombin; but since fibrinogen has a greater affinity for thrombin, 
the formation of fibrin continues until all the fibrinogen in the test tube is 
clotted. This is accomplished by a continuous exchange of a minute amount 
of thrombin between fibrinogen and fibrin. The fine reticulum of fibrin offers 
an enormous surface for adsorption of thrombin. As a result, the latter is so 
promptly removed that it has no opportunity to labilize platelets, and thereby 
the chain reaction is blocked. Only when the intimate contact of serum with 
the meshwork of fibrin is broken can enough thrombin accumulate to set 
off the autocatalytic reaction 


FORMATION OF A THROMBUS 


For a fibrin clot to form, only a minute amount of thrombin is required. 
A few platelets are sufficient to furnish enough activator to change a small 
quantity of thromboplastinogen to free thromboplastin. This results in the 
production of more thrombin, and thus the chain reaction gains momentum 
until fibrin begins to form. 
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In this process, surface contact plays an important part. It has long been 
known that a rough or wettable surface increases the speed of coagulation. 
It is taken for granted that platelets adhere directly to the surtace. Recently 
I have obtained experimental evidence showing that glass surface has a 
strong affinity for thrombin (Quick, 1950b). It can therefore be postulated 
that thrombin spreads itself on glass as a film. Platelets coming in contact 
with this thrombin-coated surface, adhere, lose their integrity, and undergo 
lysis. Obviously, thrombin spread as a thin film will affect many more 
platelets than a similar amount present as a molecular aggregate in the blood. 
Any surface which does not permit the adsorption of thrombin and its 
spreading, as a film, tends to delay coagulation. 

The normal endothelial lining of blood vessels behaves like a non-wettable 
surface. Moolten and his associates (1949), by an ingenious device studying 
the meniscus of a small air-bubble in the lumen of a vessel, have shown that 
even a slight injury is sufficient to cause the intima to lose its non-wettable 
character. It can be postulated that such a surface will permit a film of 
thrombin to form. Platelets impinging on this surface will, as on’ a glass 
wall, adhere and cause incipient clotting. If the circulation is normal, 
clotting remains localized and innocuous, provided the intimal surface in- 
volved is small. 

Thrombophlebitis.—Vhis type of thrombosis is, as John Hunter clearly 
recognized, intimately associated with inflammation; in fact, it may be re- 
garded as one manifestation of a general inflammatory process. As a result 
of the intimal irritation, it becomes abnormal. Platelets adhere to it, and a 
clot, firmly attached to the intima, is formed. ‘The lumen quickly becomes 
occluded in much the same manner as the pulmonary alveoli become filled 
with a solid fibrin mass in lobar pneumonia. This deposition of fibrin may 
not be entirely accidental, but may actually be purposeful. In lobar pneu- 
monia, it is believed that the formation of fibrin is a part of the defence 
mechanism, and it may well be that in thrombophlebitis the intravascular 
clot may likewise be purposeful. The lysis of the clot also appears to be part 
of the immunological response. In lobar pneumonia, the resolution of the 
consolidation is closely related to the time of recovery. Perhaps the sudden 
disappearance of the cord-like induration observed, for instance, in thrombo- 
phlebitis migrans, is in a similar manner not haphazard but under the 
control of the mechanism which regulates the immunological response. 
Significantly in this type of thrombosis, little or no residual damage is 
observed unless the lytic process is delayed and an invasion of connective 
tissue occurs. 

Thrombophlebitis should be regarded as intravascular clotting which is 
secondary to an inflammatory process. It may occur in both small or large 
vessels, Disturbance of circulation is probably not an important contributory 
factor, and it is unnecessary to postulate a change in the coagulability 
of the blood. Since the clot is firmly adherent to the segment of the 
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inflamed vein, pulmonary emboli rarely occur. The thrombosis does not 
come on insidiously; abnormal signs such as pain and swelling appear 
early. 

Phlebothrombosis.—T he type of intravascular clotting which develops into 
a self-propagating thrombus, and which has few or no attachments to the 
venous wall except at the point of origin, is well designated by the term 
phlebothrombosis. It is this type which is insidious, silent and responsible 
for massive pulmonary emboli. Slowing of the circulation, changes in the 
cellular composition of the blood, and perhaps alteration of the coagulability 
of the blood, appear to be important contributory factors. A pure phlebo- 
thrombosis may not cause any subjective or objective signs, but if the 
thrombus presses on the endothelium of the vein, it may cause irritation and 
set up a mild inflammatory process, which results in attachment of the clot 
to the vessel wall, and gives rise to pain, swelling and tenderness. 

The primary cause is, as in true thrombophlebitis, a change in the vessel 
wall, but it is relatively trivial as compared to the latter condition. A slight 
alteration of the intima of a small vein, caused perhaps by anoxia, by trauma 
due to pressure, or from spasm caused by cold or even smoking, may be 
enough to start an insignificant thrombus. If, however, conditions are 
favourable, this thrombus by its own intrinsic force can continue its growth, 
and may extend the whole length of the lower extremity, and even protrude 
into the vena cava. Until I developed this theory of coagulation, as presented 
in figure 1, no simple explanation for the propagation of a thrombus was 
available. In the following section, the application of the new theory will be 
presented. 


CLOT RETRACTION AND THROMBOSIS 
The small initial clot that forms as the result of platelets adhering to a 
localized area of a vessel wall enmeshes the cellular constituents, including 
new and intact platelets, in the fibrin reticulum. As this clot undergoes re- 
traction, it expresses a serum in which a rapid generation of thrombin 
occurs, as explained earlier. When the circulation is rapid, the thrombin is 
quickly washed away and made innocuous by dilution. If the blood stream is 
stagnant, the nascent thrombin clots the blood surrounding the primary 
thrombus. This secondary clot becomes firmly attached to the first. It like- 
wise contains entrapped platelets and will therefore retract. By numerous 
repetitions of this process the thrombus is propagated as pictured in figure 
3- This explanation is, to be sure, hypothetical and has not actually been 
demonstrated by in vivo observations. A simple test tube experiment 
furnishes evidence that such a sequence of events as shown in figure 3 can 
occur. If a very small amount of thrombin is added to native platelet-rich 
hemophilic plasma, a clot is formed which rather quickly undergoes re- 
traction. As this occurs, a secondary veil of fibrin forms about the initial clot 
due to the thrombin in the serum expressed from the clot (Quick, 1950b). 
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Clot retraction not only accounts for the growth of the thrombus, but it 
also explains why the clot floats freely in the blood stream. Due to retraction, 
the thrombus is considerably smaller in diameter than the lumen of the 
vessel. Prolonged contact between the thrombus and the intima does not 
therefore occur, and the possibility of adherence of the clot along its course 
is minimized. 

If the hypothesis that the propagation of a thrombus is mediated through 
clot retraction be correct, it becomes important to ascertain what factors 
influence this phenomenom. Recently it has been shown that a system con- 
sisting of purified fibrinogen and washed platelets will show clot retraction 
after the addition of thrombin (Quick, 1950a). By making any two of these 
factors constant, the effect of varying the third could be studied quantita- 
tively. By this means it was found that retraction increases as either platelets 
or thrombin are increased, but decreases when the concentration of fibrino- 
gen is elevated (Quick and Hussey, 1950). 

A simple explanation of these findings is that the fibrin strands become 
coated with thrombin, and therefore platelets adhere and undergo morpho- 
logical changes which affect the strands in such a way that they bend, twist 
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Fic. 3.—The probable formation and propagation of a thrombus. 


(a) Impairment of vessel walls a serum rich in nascent throm- 
causing platelets to adhere. bin. 

(b) Platelet conglomeration initiat- (d) Formation of a secondary clot 
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meshing intact platelets. (e) The propagation of the throm- 

(c) Retraction of the primary bus by successive retractions, 
thrombus and the expression of and the formation of new clots. 


and shorten. The higher the ratio of platelets to strands of fibrin, the 
greater the retraction, provided sufficient thrombin be present. 
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In addition to the intrinsic factors, there are also extrinsic factors. The two 
most important are the walls of the container and the cell volume. Fibrin 
adheres slightly to glass, and this must be overcome by the retractile force 
in order to effect retraction. When blood clots in a test tube coated with 
collodion, no retraction occurs (Hirschboeck, 1940). Apparently the ad- 
hesion of fibrin to this surface is so firm that the internal retractile force is not 
strong enough to overcome it. 

Cell volume markedly influences retraction. The cells are non- 
compressible; therefore the greater the bulk, the less the contraction. In 
polycythemic blood, retraction may be hardly perceptible, whereas in 
anzmia it is pronounced. 

This new knowledge of clot retraction is important in the clinical approach 
to thrombosis. It has long been known that thrombocytosis may be followed 
by thrombosis. The incidence of thrombo-embolism is particularly high 
after splenectomy. Often a marked rise in the platelet count occurs shortly 
after this type of operation. Particularly valuable would be a comprehensive 
study correlating the thrombocytosis which is common postoperatively, with 
the occurrence of pulmonary embolism. 

No work has been done to determine what effect the concentration of 
fibrinogen has on phlebothrombosis. It is commonly assumed that when 
the level is raised, the thrombotic tendency becomes greater because the 
viscosity of the blood is increased. According to the new observation, the 
opposite should be true, since retraction diminishes as the concentration of 
fibrinogen is increased. 

Since thrombin increases clot retraction, it becomes a primary determinant 
in thrombosis. Available thrombin, rather than the indeterminable hyper- 
coagulability, should be looked upon as the important tactor. The 
coagulation time can be dismissed summarily as a possible indicator 
of thrombosis. 

It is well known, for instance, that the clotting time may be shorter than 
normal in thrombocytopenic purpura, yet thrombosis does not occur. 
Newer approaches such as the determination of the prothrombin con- 
sumption time offer promise, but the work has not progressed far enough to 
justify any discussion. The reduction of thrombin production by anti- 
coagulants is, however, practical and of established value, and will warrant 
a somewhat detailed discussion. 


THE ANTICOAGULANTS 


Heparin.—This compound is a true anticoagulant. With its co-factor 
(albumin X,) it is a powerful antithrombin. It inactivates thrombin before 
it can react with fibrinogen (see fig. 2). Heparin also has antiprothrombin 
activity, but it is not known whether this or its antithrombic power is the 
more important physiologically. By either mechanism, heparin depresses the 
concentration of thrombin, and in doing this it stops the chain reaction and 
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inhibits the lysis of platelets. The value of heparin in the prophylaxis of 
thrombosis has been fairly conclusively established clinically, but until 
now the minimum concentration that has to be maintained in the blood to 
achieve the therapeutic objective has not been accurately determined. It is 
probable that the doses now employed are far in excess of the actual amount 
that should suffice. 

Dicoumarol.—This principle, which was first isolated by Campbell and 
Link (1941) from spoiled sweet clover hay, is actually not an anticoagulant. 
It inhibits the synthesis of prothrombin, and thereby brings about a decrease 
of this agent in the blood. Dicoumarol has no appreciable effect on the other 
known clotting factors, but confusion has arisen because this drug causes a 
reduction of both the free and combined prothrombin (prothrombinogen). 
Stefanini and I (1949b), in agreement with the concept of Bordet (1920), 
showed that human blood contains an inactive prothrombin which can be 
converted to the active state. The one-stage method for prothrombin 
determines only the free prothombin, whereas the two-stage test apparently 
measures the free prothrombin plus whatever prothombinogen is activated 
during the various steps of the procedure. Since only the free prothombin 
appears to participate directly in hemostasis, the one-stage test can be re- 
garded as the more reliable. Current studies in my laboratory indicate that 
dicoumarol causes an immediate decrease of the free prothrombin. The 
inactive prothrombin is affected only after three or more days of treatment. 
Gradually an equilibrium between the free and total prothrombins ap- 
parently becomes established. 


By depressing the prothrombin level, the potential production of thrombin 
is decreased. A reduction in thrombin delays and lessens clot retraction; 
and furthermore, the serum expressed from the retracting thrombus 
is poor in thrombin. On this basis one can explain why dicoumarol 
therapy is effective, in spite of the fact that the clotting time may be very 
little prolonged. 


ANAEMIA 


Although Shaw (1924), in a discussion of thrombosis, emphasized that 
thrombo-embolism is increased in anewmia, it is strange that only a few 
writers (Ochsner et al., 1945; Hirschboeck, 1948) have since mentioned this 
factor as contributory to pulmonary embolism. Unfortunately, no careful 
~ and comprehensive studies have been made to determine how much more 
susceptible the anemic patient is to pulmonary embolism than one who has 
a normal cell volume. In any statistical study it should be emphasized that 
the incidence of embolism, rather than of thrombophlebitis, is important in 
evaluating the danger of anemia. Even though the incrimination of anemia 
in pulmonary embolism still rests mainly on theory, it seems prudent, as a 
prophylactic measure, to correct anemia in patients who for other reasons 
may be in danger of phlebothrombosis. 
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CONCLUSION 


Two types of intravenous clotting are encountered clinically: thrombo- 
phlebitis and phlebothrombosis. The first is secondary to inflammation of 
the vessel wall which permits platelets to adhere and thereby initiate the 
formation of a clot which is inherent to the intima. Phlebothrombosis like- 
wise owes its origin to a change in the vessel wall, but the growth is in- 
herent in the clot itself. It is postulated that clot retraction accounts for the 
propagation of the thrombus. The factors that affect clot retraction are dis- 
cussed and their clinical implications considered. 
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THE ETIOLOGY AND PATHOGENESIS 
OF VARICOSE VEINS 


By J. B. DUGUID, M.D. 
Professor of Pathology, University of Durham. 


Many of the discussions one reads on the subject of varicose veins of the 
legs show an element of confusion in regard to the pathogenesis. The 
evidence that gravitation is a factor is so striking that some observers have 
been inclined to explain the process almost entirely on the grounds of hydro- 
static pressure, and here the difficulty arises. In considering the pathogenesis 
of vascular lesions it is necessary to take into account the dynamics of the 
circulation, and these have all too often been ignored. It is my purpose in 
this communication to introduce certain of the principles involved, and to 
show how their recognition helps in the understanding of the disease. 


ETIOLOGY 


An excellent review of the etiology and incidence of varicose veins has been 
given in a recent monograph by Foote (1949), and only the salient features 
need be mentioned here. The disease is practically confined to mankind, 
affecting the dependent parts of the body, and is especially prevalent in 
those whose work necessitates continuous standing. From this it is evident 
that the hydrostatic pressure imposed by man’s erect posture is an essential 


factor. Further, the disease is commonly associated with congenital defects 
of the valves of the veins and is not infrequently hereditary. It is prevalent 
in athletes and others who are exposed to excessive muscular strains. 
Finally, its incidence is higher in women than in men, its onset being 
commonly associated with pregnancy; not with the later stages of pregnancy 
when the uterus is enlarged, but with the first two or three months. It is 
also associated with puberty and the menopause and with debilitating 
diseases, especially in obese women. From these various considerations it 
would seem that some factor involving weakening of the veins, from de- 
bility or the hormonal disturbances attending reproduction, should be 
considered. 

Of all these findings perhaps the most decisive is that related to hydro- 
static pressure, but study of the pathology of the condition reveals a number 
of features which, although no doubt related to pressure, cannot be explained 
simply on the grounds of hydrostatics. 


PATHOLOGY 
The lesion consists of a dilatation with lengthening and tortuosity of the 
veins. Their walls are in some parts thickened and in others thinned to the 
point of rupture. The muscular layers are at first hypertrophic but later 
destroyed and replaced by fibrous tissue, whilst thrombi commonly form in 
March 1951. Vol. 166 (223) 





224 THE PRACTITIONER 


the lumina and, becoming organized, produce further fibrous thickenings 
which often become calcified. As a result of the dilatation of the veins their 
valves are rendered inadequate, so that if valvular defects are not present at 
the outset they tend sooner or later to become established. 

The condition is usually confined to the saphenous veins and their main 
tributaries which run in the subcutaneous tissues of the legs, and seldom 
involves the deep veins which are enclosed in muscles. It tends to begin in 
the proximal parts of these veins, for example, at the upper part of the in- 
ternal saphenous vein in the groin; but as it progresses it spreads towards 
the extremities, so that ultimately all the larger tributaries may be involved. 
It is notable, however, that the condition practically never extends to the 
smaller venules of the extremities. 


PATHOGENESIS 


It is easy to see how gravitational effects may lead to dilatation of the veins 
in the lower parts of the body, especially when the valves are defective, but 
it is not so easy to understand why the proximal parts are more liable to be 
affected than the distal ones. It has been suggested that the pressure is 
higher in varicosed that in normal veins, and pressure recordings have 
from time to time been made in attempts to show this. Such recordings, 
however, cannot be of significance unless they take into account all the 
factors which govern venous pressure, and to appreciate these it is necessary 
to consider the physiology of the venous circulation. 

The maintenance of the blood flow in the veins depends upon the capillary 
inflow, which must be at a pressure sufficient to propel blood from the most 
dependent parts of the body to the heart.* Therefore leaving out of account 
the fall in pressure in overcoming viscous resistance, the pressure at any 
point in the venous system must be the sum of the capillary pressure and 
the hydrostatic pressure of the blood above, this being equivalent to an up- 
right column of blood reaching from the point in question to the level of the 
right auricle. Consequently, so long as the body is motionless, the pressure 
in all the veins at any given level must be the same, no matter whether they 
are varicosed or not, and recordings taken at rest are therefore unlikely to 
throw much light on the pathogenesis of varicose veins. Obviously, with the 
body in the upright position the greatest hydrostatic pressure will fall on the 
smallest venules of the feet, and these are not the parts where varicosities 
commonly occur. But there are other agencies affecting venous pressure, and 
among the most important are the movements of skeletal muscles. 


THE INFLUENCE OF MUSCULAR ACTIVITY 


The veins must be regarded as elastic tubes in which alterations of pressure 





*It is now generally acknowledged that the negative pressure within the chest 
cavity can exert no effective suction upon the veins below the diaphragm, since these 
are too readily collapsible. 
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can be induced by external compression. As is well known, a man may re- 
main in the upright position for many hours without discomfort, provided 
he is moving about, but may tend to faint if he is made to stand motionless 
for a comparatively short period. Evidently the movements of the leg 
muscles assist in the return of blood to the heart, and this they must do by 
compressing the veins so as to expel blood from them. This action can be 
of assistance only if the blood is expelled in the right direction, and it is 
here that the valves play their essential part. Sudden compression of an 
elastic tube will set up a wave of pressure which travels in all directions, 
and were it not for the valves in the veins, such waves would be propelled 
downwards against the stream as well as upwards, the result being an in- 
creased strain on the peripheral parts of the venous system. 

This action of the leg muscles may, as will be shown, have a bearing on 
the development of varicose veins, but it must be negligible as compared 
with the influence exerted by the abdominal muscles. Their main action is 
to compress the abdomen and, since the whole of the venous return from the 
legs passes through this, their effects on venous pressure must be profound. 
It is therefore of the highest importance that valves should be interposed 
between the intra-abdominal veins and the veins of the legs, so as to pre- 
vent refluxes of blood when the abdominal pressure is raised. Adams (1939) 
has shown that in an individual in whom the valves of the external iliac and 
femoral veins are defective, coughing or abdominal straining will raise the 
pressure in the leg veins from 80 cm. H,O to more than 200 cm. H,O, and 
Eger and Casper (1943) have found, in dissecting a series of 38 cadavers, 
that these valves are deficient in something like 36 per cent. of individuals. 


TRANSMISSION OF VENOUS PRESSURE 


When the valves in the iliac and femoral veins are defective, a sudden 
compression of the abdomen will set up a wave of pressure which will be 
reflected down the leg veins, in much the same way as the pulse wave is 
impelled along an artery, and the veins being elastic will yield and dilate. 
In this connexion it is important to note that a wave of pressure in an 
elastic tube is always greatest at its point of origin, and diminishes as it 
passes along the tube where the pressure is diffused. Thus the dilatation 
will be greatest at the proximal ends of the leg veins, and hence the earliest 
evidence of varicosities is often the hernia-like swelling of the internal 
saphenous vein in the groin. The saphenous vein is the one most likely to 
be affected because whereas the deep veins, being surrounded by muscles, 
are less free to dilate, the superficial veins, including the saphenous, have 
little more than fat to support them. With violent abdominal straining these 
veins may be distended beyond the limit of their elasticity, with the result 
that they become permanently stretched, and with stretching, their valves, 
when they can no longer span the lumina, become deficient. Thus the whole 
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vein and its tributaries may sooner or later be thrown open to the effects of 
back pressure. 

With this in mind it will be appreciated how important is the muscular 
support enjoyed by the deep veins of the leg for, so long as they are pre- 
vented from over-distension, refluxes of pressure from the abdomen will 
largely be deflected into the more yielding superficial veins, and the larger 
these veins become, the more of the reflux will they be able to absorb. It is, 
of course, not only the internal saphenous vein in the thigh that is affected 
in this way, but also the external saphenous and its tributaries in the lower 
parts of the legs. They may receive waves of retrograde pressure conducted 
through the femoral and popliteal veins, if the valves in these are defective, 
and the external saphenous vein, being less firmly supported than the femoral 
and popliteal, will be more likely to give way and dilate. 

Venous tone.—Whilst these considerations may throw some light on the 
development of varicose veins in individuals with valvular defects, they do 
not account for the association of varicosities with debility and hormonal 
disturbances. On this question there is another hamodynamic factor to be 
taken into account. The veins cannot altogether be regarded as simple 
elastic tubes because, like the arteries, they possess muscular coats, and are 
liable to variations in tone which alter their diameter. Doupe, Krynauw and 
Snodgrass (1938) have shown that, like the arteries, they react to changes in 
temperature by dilating and contracting, and although there is little in- 
formation regarding the relationship of vascular tone to hormonal dis- 
turbances, we have reason to believe that there are conditions in which 
venous tone is generally deficient. Adolescents, for example, are especially 
liable to fainting attacks when made to stand for long periods in warm 
atmospheres and, since lowering the head quickly relieves the condition, 
it may be assumed that this is caused by pooling of the blood in the veins of 
the lower extremities. This must involve widening of the veins, and that in 
turn affects their ability to withstand pressure. It is a physical principle that 
in any system of elastic tubes the stress imposed on their walls by internal 
pressure increases with the radius. 

In any system of elastic tubes the tensile stress imposed on their walls by internal 
pressure increases with their radius; and if this stress exceeds the critical value known 
as the ‘elastic limit’, permanent dilatation of the tubes results. The effect of in- 
creased radius is twofold, as it results in an increased area over which the pressure 
acts and also in a reduction in the thickness of the tube wall. The importance of this 
principle in the explanation of the mechanical behaviour of veins can best be made 
clear by expressing it in mathematical terms: Thus the tensile stress p in the wall 
of a thin tube subjected to an internal pressure P is given by the relation 

p= Pi 


where r is the radius of the tube and t its wall thickness. Suppose for example a vein 
is dilated to twice its original radius its wall thickness will be reduced by about one- 


half, so that the quantity f will be increased approximately four times. Thus, on the 


arrival of a hemodynamic pressure wave, the additional tensile stress borne by the 
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walls will be roughly four times greater than it would have been if the vein were 
undilated. 

Thus the wider a vein is, the greater will be the strain its walls have to 
bear, and the greater will be the tendency to over-stretching when pressure 
is increased. When it is also remembered that dilatation of a vein involves 
thinning of its wall, it will be appreciated that lack of tone will reduce its 
capacity to withstand strain, and so predispose to the formation of varicosities. 


CONCLUSIONS 

The development of varicose veins depends not so much upon hydrostatic 
factors as upon hemodynamic ones. It is not the constant load of gravita- 
tional pressure that is likely to damage the veins, but the sudden increases 
induced by muscular straining, and these increases are not likely to be 
revealed by static pressure recordings. A number of factors may be involved 
in the damaging process, including the violent muscular efforts of athletes 
on the one hand, and constitutional weakness in tone on the other, but the 
valvular deficiencies which lay the veins open to excessive pressure must be 
the crucial ones. If the material examined by Eger and Casper is a fair 
representation of the population as a whole, then it is surprising that the 
actual incidence of varicose veins is so low. Pratt (1939) found it as low as 
3 per cent. of general hospital patients, whereas Eger and Casper, on the 
grounds of their dissections, suggest that there is a minimal potential in- 
cidence in the population of 36.8 per cent. We can only conclude from this 
that the natural tone of the veins is a powerful factor in resisting strain, and 
that it is only in cases in which the strain is too great or the tone too weak 
that varices develop. 

The valvular defects which Eger and Casper recorded were, of course, 
mainly congenital, but there are also various acquired defects to be taken 
into account. Phlebitis and thrombophlebitis no doubt weaken the walls of 
the veins and destroy the valves, and they are often cited as factors in the 
production of varicosities. But as factors they are difficult to assess, because 
it is usually where varicosities have already developed that they are found, 
and when there is a combination of varices and thrombosis, it is always 
difficult to determine which is primary. 
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THE TREATMENT OF VARICOSE VEINS 


By R. S. HANDLEY, O.B.E., F.R.C.S. 


Assistant Surgeon, and Surgeon in charge of the Varicose Vein Clinic, 
Middlesex Hospital. 


VARICOSE veins are veins which have become distended, elongated and 
tortuous. The term is commonly applied to veins which are visible under the 
skin but deep veins may also become varicose. It is with the treatment of 
the visible superficial variety occurring in the legs that this article is 
concerned. 

The objective in treating varicose veins is to obliterate them, permanently 
if possible, by ligature or injection or a combination of both methods; or, 
if this objective cannot be achieved, to support them and keep them empty 
by external pressure. Radical obliterative treatment is based on the view 
that veins become varicose because—for a variety of reasons—their valves 
fail and their walls are then subjected to an unremitting hydrostatic pressure 
equal at its minimum to the weight of a column of blood between the 
affected vein and the vertical distance of the heart above it. By blocking 
incompetent channels, it is hoped that blood will flow through collateral 
veins with competent valves and that these new channels will remain 
effectively valved—a hope which is not always realized. 


THE ANATOMY OF THE SUPERFICIAL LEG VEINS 


If treatment is to be applied intelligently, it is necessary to know something 
about the anatomy of the veins of the legs and the places in which valves 
occur. The diagrams (fig. 1, 2, 3, 4), redrawn from Turner Warwick’s book, 
show the general arrangements. Veins are very variable in position and 
arrangement. It is fortunate that the one constant feature of the anatomy is 
the position of the saphenous opening where the great saphenous vein joins 
the common femoral vein at the groin. 

Varicose Veins in the legs arise, in a majority of cases, from the great 
saphenous vein or its tributaries; in the minority of cases, from the small 
saphenous vein or its tributaries (which are often badly treated because this 
fact is not recognized), and rarely in veins which wind up over the gluteal 
muscle masses to the trunk, a group to which Dickson Wright has drawn 
attention. The principal anatomical difficulty in treating varicose veins is 
that the great and small saphenous systems do not drain into the deep veins 
solely by the main channels. There are communicating veins, all valved 
when healthy, between the superficial systems and the deep veins. If the 
valves of these communicating veins fail, the vessels should in theory be 
ligated, but although the fairly constant and single perforating vein in the 
thigh may be found and tied, it is not possible to deal thus with the numerous 
and inconstantly situated communicating veins which exist below the knee. 
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It is these vessels which explain most of the failures in treatment which 
occur even in the most expert hands. 


HISTORY AND EXAMINATION OF PATIENTS WITH 
VARICOSE VEINS 

There are certain points in the Aistory and examination of patients with 
varices which must be mentioned because they have an immediate bearing 
on treatment. The length of 
time for which a patient has had 
varicose veins is important be- 
cause a rapid onset suggests 
that there may be some obstruc- 
tion to the venous return, or 
that the patient is pregnant, and 
a general examination is indi- 
cated. To treat only the varicose 
veins of a person with a car- 
cinoma of the rectum is ob- 
viously absurd. To treat modest 
varicose veins in pregnant 
women is often unwise. 
Although Dodd (1949) has 
shown that it is safe and proper 
to treat severe varicose veins in 
pregnancy, and although it is 
unlikely that miscarriage will 
follow treatment, a pregnant 
patient who happens to have a 
miscarriage will attribute the 
mishap to the treatment; in any 
event mild degrees of varicosity 
will often subside almost com- 
pletely after delivery. 

An inquiry into the symp- 
: toms which brought the patient 
Fig, 1 The great Fig; a.—The small Should be made because mil 
Toshow perforating To show perforating symptomless varices are in 
— — general best left alone, though 
only a churlish surgeon would always refuse treatment to a girl who believed 
that a small vein marred her attractions. Questions about any previous 
thrombosis or white leg are important. A patient who has had previous 
spontaneous thromboses of superficial veins must be injected with great 
care, since her response to sclerosing solutions is likely to be brisk. A previous 
deep thrombosis calls for special tests to decide how far the deep veins are 
patent. They usually are, but occasionally the superficial veins appear to 
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constitute the main venous return of a limb, and to obliterate them is a 
grave disservice. The complications of varicose veins are dealt with else- 
where but their occurrence must greatly influence treatment. A question 
about the patient’s general health and 
about any serious illness or operation is 
well worth the short time it takes 
to ask, because it may yield useful 
information, e.g., that the patient 
is a diabetic. 

Ideally, every patient with varicose 
veins should receive a general examina- 
tion, but in practice, at least in varicose 
vein clinics, there is not time for this. 
In those whose varicose veins are of 

Level of Knee rapid growth, those over fifty years of 
Anterior Tibial Vein age, and those whose medical history 
indicates the need, at least the ab- 
domen and rectum should be ex- 
amined. In old patients the arterial 
pulses at the ankle should be sought 
because a limb with arterial in- 
sufficiency does not ‘clear up the mess’ 
which an effective thrombosis of a 
vein leaves in the tissues, and ulcers 
sige Se te puliiee re ag leg. and even gangrene may be precipitated 
by treatment. 

It is convenient to examine the varicose veins themselves with the patient 
standing on a chair or bench so that the knee of the varicose leg is level 
with the eyes of the seated 
surgeon. The general disposi- 
tion and size of the varicose 
veins and the presence or 
absence of complications are ' 
noted. The small saphenous AN , _____ Pudendal Veins 
vein is particularly sought in a » gE Pudendal Artery 
the popliteal fosse of those i Ya Femoral Vein 
whose varices lie on the back a Saphenous Vein 
or lateral sides of the calf; 
it lies halt an inch lateral 
to the midline of the popliteal 
fossa and can usually be felt 
here, if it ” incompetent, Fic. 4.—The right saphenous opening. To show 
when the patient flexes the 4 high dividing great saphenous vein and a collat- 
knee very slightly. eral channel which might lead to failure of opera- 


7 . . tion unless the saphenous vein was tied at the 
Special tests are then carried — sapheno-femoral junction. 
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out. Trendelenburg’s test determines whether the varices fill quickly from 
above. To elicit the sign, the patient lies on a couch and raises the leg 
vertically, thus allowing the varices to empty by gravity. The surgeon then 
presses with a finger over the saphenous opening to occlude the saphenous 
vein. The patient now stands, digital pressure being maintained, 
and the varices are observed. If they fill rapidly, either the surgeon 
is not occluding the main saphenous trunk or the varicose veins 
are filling by some other route. If the varices remain empty, the surgeon 
releases pressure, and rapid filling of the varices indicates that the main 
saphenous trunk is incompetently valved and requires tying at the top. In 
practice it is more convenient, and not much less accurate, for the surgeon 
to make his digital pressure in the middle of the thigh. The saphenous vein 
can be found here, if it is invisible, by tapping varices lower in the leg and 
feeling for the fluid thrill transmitted up large-bore saphenous trunks. This 
is done before the patient lies down, and the place is marked with a fountain 
pen. A test exactly similar in principle may be applied to the small saphenous 
system by pressure over the small saphenous vein in the popliteal fossa, but 
the surgeon, unless he is a practised contortionist, has to work out his 
position for keeping his finger pressed in the popliteal fossa while the patient 
is climbing off the couch. Trendelenburg’s test may be modified in a unmber 
of ways. A tourniquet in the form of a small-bore rubber tube lightly applied, 
may be used instead of the finger. The use of two such tourniquets permits 
temporary occlusion of the saphenous trunk at two points, and simultaneous 
pressure on the vein in the upper and lower thigh will, for example, allow 
one to demonstrate a case with varices filling from an incompetent per- 
forating vein in the thigh. 

Perthes’ test is used when there is doubt whether the deep veins of the 
leg are patent or not. It consists in tying a rubber tourniquet lightly round 
the leg just above the knee and asking the patient to walk round the room as 
rapidly as possible for ninety seconds. The tourniquet blocks both venous 
return and reflux via the superficial veins, and if the deep veins are both 
patent and effectively valved, the varices will diminish in size. If the deep 
veins are patent but incompetently valved, the varices will remain unaltered. 
If the deep veins are blocked, the patient will herself remove the tourniquet 
before the prescribed time because of bursting pain brought on by exercise 
in the leg and varices. 


INJECTION TREATMENT OF VARICOSE VEINS 
Treatment by injection of sclerosing solutions into varicose veins had a 
great vogue, but the frequency of recurrence by recanalization of a throm- 
bosed segment or the appearance of new varices has led to a decline in its 
popularity. Not only is the method often impermanent but it may also do 
active harm. It works by causing a chemical phlebitis of sufficient severity 
to evoke thrombosis and, if the reaction is sufficiently vigorous, the vein 
and its contained thrombus are organized into a fibrous strand. If more than 
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2 ml. of a solution is injected into a varix, some of it is likely to find its 
way into the deep veins and Kinmonth (1948) showed, by histological 
studies, that sclerosing solutions which fail to thrombose a vein may 
seriously damage its valves. Sclerosing solution in a deep vein, although it 
usually causes no immediate visible harm, may thus do damage which only 
slowly becomes apparent. In the Varicose Vein Clinic at the Middlesex 
Hospital we believe that injections alone as a primary treatment are useful 
for those veins below the knee which are little more than a cosmetic nuisance. 
For veins in the thigh, for veins of large size below the knee, and for veins 
which are causing well-marked symptoms, ligation is usually necessary. It 
is certain that any vein shown by Trendelenburg’s test to fill from above 
will not permanently be cured by injections alone. 

The solutions which have been used for injection are legion. The most 
popular at the moment is a 5 per cent. solution of monoethanolamine oleate, 
put up under such trade names as ‘ethamolin’ (Glaxo) or ‘neo-varicane’ 
(May and Baker). Its popularity is due to its relative painlessness on injec- 
tion, to the fact that a small spill into the perivenous tissues is harmless, 
and to the low incidence of sensitization and general reactions. Patients who 
are sensitive to monoethanolamine oleate can be injected with quinine 
urethane, which stings more on injection and may cause an ulcer if ‘spilled’ 
under the skin. 

Satisfactory injection of veins requires that the surgeon shall be com- 
fortable and shall work in good light. The most usual and the quickest 
technique (but not the best) is for the patient to stand on a bench while the 
surgeon sits. 

The skin is scrubbed with surgical spirit. A sterile syringe, with plunger a good 
sliding fit, is charged with 3 ml. of monoethanolamine oleate solution and a sharp 
needle is fitted. My own preference is for very fine short needles (No. 20, $ inch 
long). The varix is entered at the lower end and withdrawal of the syringe plunger 
demonstrates whether the needle lies in the vein or not. If it does so, the solution is in- 
jected: 0.5 ml. if it is the first injection, and up to 2 ml. if it is a later injection. 
Varices which cannot be thrombosed by these small doses require ligature. The 
needle puncture is sealed with a small dressing after firm pressure with a cotton- 
wool swab has checked hemorrhage. Injections should not be given oftener than 
once a week, but different sets of varices may be injected at one sitting so long as 
the total dose of solution does not aggregate to more than 5 ml. 


A more efficacious way of obtaining thrombosis by injection is to inject 
into the empty vein. 


A light rubber tube tourniquet is put on the leg above the site of injection while 
the patient stands. She then lies down on a couch, the foot of which can with 
advantage be raised slightly. The needle is put into the vein, and when the surgeon 
is sure cf its position, he releases the tourniquet, allows the vein to empty by gravity, 
and injects the requisite amount of solution which, undiluted by blood, exerts a 
more powerful action on the vein intima. The patient should lie still for five minutes 
after the injection to ensure that the solution remains in contact with the intima for 
some little time before being washed away. 


Minor degrees of collapse after injection are fairly common in those who 
are ‘needle shy’, and these have probably nothing to do with the drug 
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injected. Should a severe degree of collapse occur, 5 to 8 minims (0.3 to 
0.5 ml.) of 1:1000 adrenaline should be injected subcutaneously. In great 
emergency the intravenous route might be used, but the dose is then 1 to 2 
minims (0.06 to 0.12 ml.) diluted in 20 ml. of saline and injected slowly. 
Collapse and urticaria are the only generalized complications I have seen 
after monoethanolamine oleate, but hamaturia, headache and even death 
have been recorded—they must be extremely rare. 

To summarize: injection treatment of varicose veins is useful for minor 
degrees of varicosity and as an adjuvant to obliterate varices remaining after 
operation. It should not be used if varices are big, if they are in the thigh, 
or if they fill from above. 


OPERATIVE TREATMENT OF VARICOSE VEINS 

The indications for operative treatment have emerged fairly clearly in the 
foregoing paragraphs. Because an incompetently valved great saphenous 
vein is the most frequent (or at least the most obvious) culprit in producing 
varicose veins, its high ligation is the sheet anchor of operative treatment. 
Many additions have been proposed by different authors who have advo- 
cated evulsing lengths of the saphenous vein with Babcock’s probes, or 
traumatizing the intima to the point of thrombosis by sclerosing solutions, 
spiked probes or diathermy electrodes. My preference is to tie and divide 
the vessel with all its branches at its highest point without adding any frills, 
but to make, in addition, multiple small ligations and divisions down the 
leg at which retrograde injections of monoethanolamine oleate in small 
quantity (2 ml.) are given. The most usual sites for these added procedures 
are three inches above the knee, two inches below the knee, and at the ankle 
(as advised by Dodd), but the pattern varies in every patient and is decided 
the day before operation by marking the sites while the patient stands. This 
programme requires two or three days in hospital and we are compelled 
in the Middlesex Hospital Varicose Vein Clinic to omit the subsidiary ties 
because the bulk of the operating must be done on out-patients—the short- 
age of beds would otherwise limit the operative work to a tithe of the 
patients requiring surgery. It is only the severe and complicated cases which 
can be admitted as in-patients for the full procedure. 

The operation of high saphenous ligation is not one for the raw novice. 
The proximity of the femoral vein exposes the tyro to the possibility of that 
most difficult of surgical emergencies, a big venous hemorrhage which even 
the experienced may find trying. Dreadful events have followed when a 
recently qualified house surgeon has tried to staunch a hole inadvertently 
torn at the sapheno-femoral junction. A proper theatre is needed for the 
operation, and its equipment should include a sucker, which, by removing 
blood faster than it can escape from any accidental rent in the femoral vein, 
will enable a hole to be seen and picked up accurately. If a sucker is there, 
it will probably never be needed! 

High saphenous ligation, familiarly but incorrectly known as Trendelen- 
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burg’s operation, can be done under general or local anzsthesia, the latter 
being used on out-patients. 

The incision is made parallel to the inguinal ligament, beginning at the point 
where the femoral artery is felt to vanish beneath the inguinal ligament, and running 
medially and downwards for about 1} inches. If the operator feels the need for more 
room he should unhesitatingly take it, but the incision grows smaller as experience 
increases. The condensation of fascia at the interface of deep and superficial fascie 
is divided in the line of the incision and the saphenous vein, or a tributary which 
may be traced to it, is exposed by gently pushing the point of closed curved Mayo 
scissors into the areolar tissue and opening the blades. A self-retaining retractor is 
inserted and the terminal inch of the saphenous vein, with its numerous tributaries 
and its junction with the femoral vein, is exposed by blunt dissection. Closed Mayo 
scissors make an excellent dissector. The tributaries of the saphenous vein are 
double tied and cut; for this I use Hudson aneurysm needles. A double ligature is 
tied at the sapheno-femoral junction, a third ligature an inch distal to this on the 
saphenous trunk and the trunk divided just proximal to this last ligature. In out- 
patients, when no distal ligatures are contemplated, a retrograde injection of 2 ml. 
of ‘ethamolin’ diluted with 2 ml. of saline is given. 

The sides of the saphenous opening are sewn together with two interrupted 
sutures, and the condensation of fascia reunited with four or five interrupted sutures. 
The skin is closed. Fine linen is used for the vein ligatures and fine catgut for appo- 
sition of the fascial layers. Care in this latter step prevents a ‘blow out’ of the 
femoral vein through the saphenous opening, which is an occasional sequel of too 
much hurry, and is very difficult to deal with. It is surprising how speed increases 
with practice in this operation and how easy it becomes to identify the sharp inferior 
margin of the saphenous opening. If there is doubt as to whether the vessel exposed 
is the saphenous or the femoral vein, this sharp margin must be identified and the 
femoral vein seen, before ligatures are tied. 

The lower ligations are then done on in-patients by crease-line incisions, a half 
to one inch long, and a retrograde injection of 1.5 to 2 ml. of ‘ethamolin’ is given at 
each point, a pentothal-mixing needle being an excellent cannula for the purpose. 
I use catgut for all ligatures below the groin, believing that we get better healing 
than if linen is used. Very large varices in the legs demand in-patient treatment 
and I excise them, because the long incisions sometimes needed heal (and render 
the leg fit for hard work) sooner than if the varices are thrombosed into hard tender 
masses, which remain an embarrassment for many weeks. 


The after-care is as important as the operation. The legs are firmly 
bandaged up to the knee and in-patients are made to get up and walk the 
same day. Out-patients are sent home with printed instructions to report if 
they are worried and on no account to take to their beds: they are signed off 
work for one week, and their skin stitches are removed on the seventh post- 
operative day. On the first two postoperative days many people have a 
slight fever. It is not unknown for doctors to telephone that the patient 
has developed a phlebitis and has been put to bed, and it is then necessary 
tactfully to explain that the phlebitis is a chemical one and requires that 
the patient should be up and about. A fortnight after the operation the legs 
are inspected and residual varices are dealt with by injection. 

Incompetent small saphenous veins are best tied in the popliteal fossa. 
The vein must be marked preoperatively while the patient stands. A small 
transverse incision is made over it and the vein is usually found beneath a 
tough layer of fascia which hides the vein and prevents those ignorant of 
the anatomical arrangements from achieving the object of the operation. 
A retrograde injection is given. 
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SUPPORT OF VARICOSE VEINS 

For those who are senile, who suffer from severe constitutional disease, 
who show mild varicose veins in pregnancy, who have arteriosclerosis or 
who are otherwise unsuitable for, or refuse, more radical treatment, the only 
possible palliative measure is support. For uncomplicated varicose veins 
this is best applied by fitting an elastic stocking. An above-knee stocking is 
suitable for women whose varicose veins run into the thigh, if they will take 
trouble to suspend them. Men, who lack the proper garments, find sus- 
pension of long stocks difficult and are best given below-knee stockings 
which do not tend to wrinkle. Failing stockings, crépe bandages give ade- 
quate support if they are in good condition and if they are re-applied four 
or five times a day, but it is much more trouble and much more expensive 
in replacements to achieve adequate support from crépe bandages than 
from a stocking. 

Varicose veins seldom lead to death, but they are of great importance 
because they are common and cause much discomfort. The successful treat- 
ment of a bad case is a greater service to the community than the perform- 
ance of a gastrectomy for carcinoma of the stomach because it restores a 
patient to full fitness for work. 

Fig. 1, 2, and 3 are redrawn and modified from “The Rational Treatment of 
Varicose Veins and Varicocele’ by W. Warwick Turner. London: Faber and 
Faber, 1931. 


References 


Dodd, H. (1949): Lancet, i, 606. 
Kinmonth, J. B. (1948): Proc. Roy. Soc. Med., 41, 631. 














THE COMPLICATIONS OF 
VARICOSE VEINS 


By J. B. OLDHAM, V.R.D., F.R.C.S. 


Surgeon, Royal Liverpool United Hospitals; 
Consulting Surgeon to the Admiralty and Ministry of Pensions. 


THERE are three accepted complications of varicose veins: (1) Rupture; 
(2) thrombophlebitis; (3) venous stasis: (a) pigmentation of the skin, (b) 
cedema, (c) eczema, (d) ulceration. 


RUPTURE OF VEINS 
It is remarkable how seldom varicose veins rupture. Of the many thousands 
of patients with varicose veins whom I have seen, I remember no more than 
half a dozen who suffered from this complication. The hemorrhage can be 
torrential, alarming and dangerous, but it is easily stopped by laying the 
patient down, elevating the leg, and fixing a dressing over the bleeding spot. 
Subsequently the varicosities should be treated radically by ligature and 
injection. 

THROMBOPHLEBITIS 
Thrombosis and phlebitis of varicose veins are relatively common but are 
seldom properly treated. The idea that the condition is infective and is 
likely to cause pulmonary embolism dies hard, and almost every patient who 
develops this complication is put to bed for six weeks, is frightened into 
immobility by the threat of sudden death from embolism, and is subjected 
to repeated courses of penicillin or the sulphonamides. 

The modern treatment of superficial phlebitis depends upon certain well- 
proven facts :— 

(a) The phlebitis is a non-infective inflammation. The pyrexia is due not 
to infection but to absorption of the clotted blood. Suppurative phlebitis is 
extremely rare. 

(b) The risk of pulmonary embolism is minimal. Occasionally, when it 
involves the main trunk of the saphenous vein, the thrombosis can spread up 
to the sapheno-femoral junction, and then small fragments of clot may be 
swept off by the stream in the femoral vein, giving rise to pulmonary in- 
farcts. However, because these emboli are small they are seldom fatal. 

(c) Nothing is more likely to cause an extension of thrombophlebitis than 
keeping the patient in bed. Active use of the leg muscles corrects venous 
stasis and lessens the liability to thrombosis. Recognition of these facts has 
revolutionized the treatment of thrombophlebitis of varicose veins. A 
patient suffering from this condition should be treated as follows :— 

(1) Keep the patient moving. 

(2) Bandage the leg firmly from above downwards—from above the 
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highest point of the phlebitis to the roots of the toes—after fixing pads of 
adhesive rubber or felt along the inflamed vein (fig. 1). In intelligent and 
cooperative patients a two-way stretch bandage may be sufficiently firm, but 
in duller patients an ‘elastoplast’ bandage will be more reliable. 

(3) If the main trunk of the saphenous vein in the 
thigh is thrombosed it should be ligatured and divided 
immediately at its junction with the femoral vein. There 
is no risk of the phlebitis giving rise to infection of the 
operation wound, and in practice division of the vein is 
the quickest and safest way of relieving the pain and re- 
habilitating the patient. 

(4) Do not. give penicillin or any other antibiotic; 
there is no infection to be overcome. 


slicstion ef ed- VENOUS STASIS 

hesive pads and Venous stasis is the most common and the most im- 

ee ~ portant complication of varicose veins. Owing to the 

phlebitis. stasis, the venous blood in the lower leg and foot is poor 
in oxygen but has a high content of the products of metabolism. The 


nutrition of the overlying tissues is impaired and this results in pigmentation 


of the skin, eczema or ulceration. 
It is important to realize that varicose veins are only one of several con- 
ditions which may produce venous stasis. Thrombosis of the deep veins, 


external pressure on deep veins, and lack of muscular contraction are 
equally potent causes of venous stasis. 

Pigmentation of the skin is a common complication of varicose veins with, 
or without, eczema or ulceration. Once the skin becomes pigmented the 
discoloration is permanent and rarely shows any improvement when the 
venous stasis is corrected. 

(Edema.—Although a small degree of swelling of the ankles is not un- 
commonly associated with varicose veins, marked swelling of the legs is very 
suggestive of deep thrombosis. When edema is present patients must be 
instructed to avoid prolonged standing; they must be made to rest as much 
as possible with the leg up, and the leg must be supported in one or other 
of the ways which will be described when discussing the treatment of 
ulceration. 

Varicose eczema.—V aricose eczema may be of either the dry or the moist 
type. Its main importance, apart from the discomfort to the patient, is that 
it gives rise to irritation, and the scratching is a common precipitating factor 
in the production of ulceration. Correction of venous stasis is all-important 
in the treatment. 

It is rarely possible to apply ‘elastoplast’ or similar types of adhesive 
bandages direct to the legs when there is any eczema. If the eczema is acute, 
a short period in bed with the legs elevated may be the only possible treat- 
ment. In moist eczema an occasional application of Friar’s balsam is often 
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effective. Gentian violet (2 per cent. in water) is another excellent applica- 
tion for the same type of eczema. In dry, scaly eczema, liquid paraffin or 
‘nivea’ cream is useful. When eczema is improved enough to permit an 
adhesive supportive bandage to be applied, a coal-tar or ichthyol bandage 
should be put on underneath. 


ULCERATION 
‘... here is a case of a very distressing nature, and such an one as 
may meet you at every turn of your practice; and your reputation in 
early life will depend more upon understanding a case of this kind, 
than upon your knowledge of one of more rare occurrence.’ 

In this way Sir Benjamin Brodie in 1846 started a lecture on varicose 
ulceration, and proceeded to give an account of the treatment which could 
hardly be bettered today. It is remarkable to find that this great surgeon, 
one hundred years ago, advocated the use of adhesive bandages and depre- 
cated the use of ointments and dressings. It is still more remarkable that 
although all those who have specialized in the treatment of varicose ulcera- 
tion have agreed with and preached the methods described by Brodie, yet 
even today almost every case that is referred to hospital has been treated 
for a long time with some ointment, and very rarely has the ulcerated leg 
been given adequate support. 

It is fashionable nowadays to avoid the term ‘varicose’ and to use instead 
the name ‘gravitational’ ulcer (Dickson Wright, 1931); this title has the 
merit of calling attention to the underlying cause of these ulcers. 

The importance of varicose veins in producing gravitational ulcers is a 
matter of dispute. Anning (1949) and others believe that practically all of 
them are due to a preceding thrombosis of the deep veins of the leg. There 
is no doubt that a high proportion of ‘varicose ulcers’ are the result of deep 
thrombosis, but there is quite a large number in which there is no evidence 
of deep thrombosis, and varicose veins are clearly the causal factor. If a 
classification is desired I would suggest the following :— 


Gravitational ulcers 


Varicose ulcers Thrombotic ulcers 


aaa = . 7 


Without secondary With secondary 
varicose veins varicose veins 


The treatment of these types of gravitational ulcers is fundamentally the 
same, 1.e., correct the venous stasis. 

The majority of chronic ulcers of the legs are ‘gravitational’, but it is 
necessary to be on the lookout for the exceptional case in which factors 
other than venous stasis cause or contribute to the ulceration. Gravitation 
ulcers occur only in a definite and localized area of the legs (fig. 2) and do 
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not affect the feet if shoes or boots are worn. The other types of leg ulcers 
have a more widespread distribution. 

(a) Syphilitic ulcers are commonly multiple with punched-out circinate 
margins, and often appear in the upper half of the leg. Syphilis, however, is 
not infrequently present in patients with gross varicose ulcers and may be 

a factor retarding healing. The Wasser- 
mann reaction should be done in every 
case in which syphilis is suspected or 
when an ulcer is unduly slow in healing. 

(b) Bazin’s disease produces multiple 
ulcers symmetrically placed on both 
legs. They are mainly on the backs of 
the legs, and the patients are usually 
young girls. 

(c) Mycotic infection may give rise to 
eczema and shallow ulcers. The ulcers 

Fic. 2.—Diagram showing sites at . : : ’ 

which ‘varicose’ ulcers occur on (a) re multiple, have a ringworm appear- 

the outer and (b) the inner surfaces ance, and tend to heal first in the centre. 

ete These ulcers occur very commonly in 
association with varicose veins. There will be evidence of epidermophytosis 
between the toes, and the ulcers are usually quickly healed with Whitfield’s 


() 


ointment. 
(d) Hypertensive ulcers sometimes occur in the legs of patients with hyper- 


tension who show no evidence of arterial occlusion, the pulse being per- 
ceptible in all the arteries. ‘They are often bilateral and symmetrical, anc are 
generally on the antero-external surface of the leg at the union of its lower 
and middle thirds. ‘These ulcers are painful—the pain is not relieved by rest 
in bed—and they are very resistant to treatment. 


TREATMENT OF VENOUS STASIS 

The one absolute essential in the treatment of all cases of venous stasis, no 
matter the degree or cause, is continuous, prolonged, firm elastic support of the 
leg from the roots of the toes to just below the knee. In addition, the cause of 
venous stasis should, if possible, be removed; varicose veins should be 
eradicated, prolonged standing avoided, and obesity reduced. There are cer- 
tain other kinds of treatment which will be discussed later, but they are at 
best merely adjuvants to the supportive treatment, and by themselves they 
are useless. 

The necessary elastic support may be given by different means, of which 
the following will be found the most useful :— 

(1) Elastic stockings are the least effective of all for giving firm support, 
but they are easy to apply and comparatively neat looking. They will be 
found useful when the effects of venous stasis have been corrected and all 
that is needed is moderate support to prevent recurrence. 

The ‘Lastonet’ stocking is particularly valuable, as it is scarcely visible 
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under an ordinary stocking and its mesh-like texture makes it cool to wear; 
for these reasons patients can often be persuaded to continue to wear this 
type of stocking long after they have insisted on giving up the ordinary 
heavy variety. All forms of elastic stocking should be measured and fitted 
first thing in the morning, for if there is any swelling of the leg it will then 
be at its minimum. 

(2) ‘Elasto-crépe’, one-way or two-way stretch bandages are useful when 
firmer support is needed. Of these three types of bandage the two-way 
stretch gives the firmest, and the ‘elasto-crépe’ the lightest, support. These 
forms of bandage will be effective only if the patient is carefully schooled in 
their application. 

(a) The bandage must be started at the roots of the toes and extend to just below 
the knee. : 

(b) It must be applied with special firmness round the ankle and lower leg. 

(c) The whole foot, with the possible exception of the heel, must be covered. 

(d) The bandage must be applied immediately on getting up and retained until 
going to bed at night. 

(e) It will probably require to be re-applied, as it loosens, several times in the day. 

I do not think that ordinary crépe bandages fill any useful place in the 
treatment of venous stasis. Even when new they do not give much support, 
and they soon lose the little elasticity they had originally. 

(3) Elastic adhesive bandages of the ‘elastoplast’ type are the most generally 
useful form of support. The treatment of almost every case of ‘varicose’ 
eczema or ulceration should be started with ‘elastoplast’ bandages. When the 
cedema is controlled and the eczema and ulceration healed they can be re- 
placed by two-way and then one-way stretch bandages, afterwards by 
heavy elastic stockings or ‘elasto-crépe’, and finally by ‘lastonet’ stockings. 


THE APPLICATION OF ELASTIC ADHESIVE BANDAGES 


The perfect application of ‘elastoplast’ bandages is an art which can be 
achieved only after long practice, but if the following points are heeded, a 
bandage can be put on satisfactorily by the inexperienced. 


(1) It should be applied from above downwards. This point is not of much 
importance in male patients, but in women it prevents the rucking of the edge of 
the bandage as they pull on their stockings. 

(2) It should start immediately below the 
bend of the knee and extend right down to 
the clefts between the toes. 

(3) It should not be applied too tightly in 
its upper part, but should get firmer and 
firmer as it goes down the leg. The maximum 
tension should be round the lower third of 
the leg and the ankle joint. 

(4) Every turn of the bandage should have 
at least half its width covered by the suc- 
ceeding turn, and around the malleoli it may 
be better to overlap it nearly two-thirds on 
each turn. ‘Elastoplast’ bandages have a yg. 3.—The use of vertical strips of 
dark-brown thread running along the centre elastoplast before application of spiral 
of the bandage; if this brown thread is bandage. 
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visible at any part it indicates that the bandage has not been overlapped enough at 
that point. 

(5) Before application of the circular bandage at least two vertical strips of ‘elasto- 
plast’ should be applied on the stretch to each side of the leg, or a single piece may 
be used passing down the inner side of the leg, round under the foot, and up the 
outer side. These strips are to prevent the circular turns of the bandage cutting into 
the leg. When the ulcer is very extensive or the edema is marked it will be advisable 
to use two further vertical strips, one up the front and the other up the back of the 
leg (fig. 3). 

(6) It is essential to have the patient’s foot held at right angles to the leg when 
putting on the bandage. Otherwise when he stands up the bandage will be thrown 
into a series of rucks which are uncomfortable and may make the underlying skin 
sore. 

(7) When there is much discharge, small holes should be made in the bandage 
before it is applied to the discharging area. When the bandage is complete, a piece 
of wool can be fixed in place with a few turns of ‘elastoplast’ over the area where the 
holes have been made; this outer bandage and dressing can be changed as required. 

When eczema or ulceration is present the application of elastic adhesive 
bandages direct on the skin is very liable to exacerbate the dermatitis. In 
such cases an ichthyol or coal-tar bandage should be applied first, and the 
‘elastoplast’ put over this. These bandages should be warmed by placing 
them in a bowl of very hot water for a few minutes before application. They 
should be applied in short strips around the leg or spirally, and cut and 
started again as may be necessary to build up a uniform thickness over the 
affected area, without gaps and without creases caused by reversing the 
bandage. 

The following instruction should be given to a patient after application of 
elastic adhesive bandage: 

(1) The bandage may seem very tight at first but it will soon become easier. If it 
presses too much in one place, return for it to be re-applied. You must on no account 
interfere with or remove the bandage yourself. 

(2) There may be considerable discharge from the ulcer and this will soak through 
the bandage. This discharge is beneficial and there is no need to be worried about it; 
it may be wiped away with a wet sponge and a wool pad and bandage put over the 
‘elastoplast’ to prevent soiling. 

(3) Active exercise, Such as walking, is recommended. Standing or sitting with 
the leg down should be avoided. 

(4) If you are having a bath it is probably best to try and keep the bandage out of 
the water. However, the bandage is not usually affected by an occasional warm bath, 
provided that immersion is not prolonged. After bathing, dry the bandage with a 
soft warm towel. 

(5) As the bandage becomes loose its efficiency is lost and you must then return 
for a new bandage to be applied. 

In general, the less often the bandages are changed the better, but they 
are only effective when they are compressing the leg firmly and they should 
be changed just as often as they become loose. At the beginning of treatment, 
especially if there is much edema, the bandage may become loose in a few 
days; later, a properly applied bandage may last for four to six weeks. 


LOCAL DRESSING OF THE ULCER 
Ulcerated areas are best covered by a single layer of tulle gras. Preliminary 
cleansing of the ulcer is quite unnecessary no matter how foul, how deep or 
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how long standing. The condition is essentially non-infective and there is 
nothing to be gained by the local application of antiseptics or antibiotics. 
Sulphonamide or penicillin cream must not be used. The organisms present 
are rarely sensitive to these antibiotics and their use almost always aggravates 
the eczema. Quite often the use of these ointments results in a generalized 
dermatitis which is extremely resistant to treatment. 
In the region of the malleoli, and when the ulcer 
margin is deep, it is difficult to ensure that the 
bandage presses evenly and firmly on all of its 
surface. In such cases a pad of sponge rubber, cut 
a little larger than the ulcer and its edges bevelled, 
should be applied over the tulle gras and fixed in 
place with the adhesive bandage (fig. 4, 5). Oc- 
casionally, when the ulcer is particularly large or 
deep, a second smaller pad may with advantage be ; 
Fic. 4.—Sorbo-rubber 


put on top of the first. pad, with bevelled edge, 
applied over ulcer before 


ANCILLARY FORMS OF TREATMENT application of ‘elasto- 
plast’ spiral bandage. 


Skin grafts.—Most gravitational ulcers will heal up 

with firm support, but if they are very large the healing may be hastened by 
the use of skin grafts. The ulcer bed must first be made as healthy as possible 
by ‘elevation and compression. The 
grafting may be done with pinch 


grafts, Thiersch grafts, or by Braun’s 
_ Coal tar method. 
bandage 8 - 

Excision.—Rarely the edges of old- 
standing ulcers may be so fibrotic that 
Elastoplast it is wellnigh impossible for them to 
heal. In such cases it will help to excise 
the floor and edges of the ulcer down to 
the deep fascia, and then to skin graft 

the raw area. 

Lumbar sympathectomy may per- 
haps help when there is peripheral 
vasospasm, but it should seldom 
be needed. 

Ligation of the superficial femoral or 
the popliteal vein.—When there is an 
Tulle gras associated deep thrombosis with sub- 

sequent recanalization and incom- 
petence of the deep veins, ligature of the 
superficial femoral (Linton, 1948) or 


Fic. 5.—Diagrammatic section showing PoOpliteal veins (Bauer, 1948) has been 


use of tulle gras, coal-tar bandage, se 2S 
sulbe wud, aad ‘chatenteet’ ta too suggested. Although these procedures 
ment of varicose ulcer. appear to give satisfactory results in some 





Sorbo pad 
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cases I do not consider that the value of either has as yet been fully proved. 

Amputation is called for in those rare cases in which malignant changes 
occur in a varicose ulcer. It may, too, be advisable to amputate the leg in 
advanced cases of gross edema and ulceration when associated conditions, 
such as peripheral arterial insufficiency or gross arthritis, make it impossible 
to heal the ulcers by the usual methods. There are cases in which it is clearly 
better for the patient to live without his leg than to live only for it. 


AFTER-TREATMENT OF VENOUS STASIS 


There is rarely much difficulty in overcoming the effects of venous stasis, of 
reducing cedema, or in healing an ulcer; but keeping the leg healed is a 
different and difficult matter. The leg must be supported until long after 
the causes and results of venous stasis have been removed. When, as is 
unfortunately not uncommon, some degree of venous incompetence 
remains, the patient must accept the necessity of a permanent new way of 
life, which will involve the use of elastic stockings or bandages, change to 
sedentary employment, frequent rests with the foot raised above heart level, 
and repeated exercise of the muscles of the lower leg by flexion and extension 
of the toes and ankles. 
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SOME REFLECTIONS ON THE 
OPERATIVE RESULTS OBTAINED 
ON 600 VARICOSE LIMBS 


By R. ROWDEN FOOTE, M.R.C.S., D.R.C.O.G. 
Surgeon in charge of Varicose Vein Department, Harrow Hospital. 


I PROPOSE to comment upon the results of operating on some 600 varicose 
limbs which were all subjected to an almost similar form of surgical treat- 
ment. The patients underwent operation at various times during the past 
seven years. Some of those included in this survey have not yet passed the 
two-year postoperative period; the vast majority, however, have been back 
at their work for several years since operation. The patients in this list have 
been entirely unselected, but most of them have had one common factor, 
inasmuch as they were sufferers from severe varicosities. Furthermore, the 
percentage of varicose complications was high since priority in treatment 
was offered to such patients. In addition to the complications of edema, 
ulceration and eczema, some had suffered a partial deep vein thrombosis. 
In these latter cases an operation was performed only when it was found 
that the incompetent superficial venous system was causing an additional 
embarrassment to the already overlcaded and narrowed deep venous 
system. The list includes hospital and private patients of both sexes, whose 
occupations were necessarily varied. Some of the patients fell into that 
category so aptly described by Ochsner as ‘indifferent, careless, dirty and 
indolent individuals’. 

These 600 limbs formed a good sample of the varied types found in a 
varicose vein clinic and, as previously stated, were in no way selected. 

A discussion of the treatment of varicose veins usually produces a most 
provocative debate since there are so many schools of thought regarding 
their treatment. There are even those unbelievers who think that nothing 
can be done for these sufferers, and again there are surgical pundits who 
in their enthusiasm tear and strip out varicose veins, even performing 
Linton’s operation in their endeavours to eradicate this most prevalent 
condition. It will be noted that the title of my article does not suggest a 
detailed analysis of the results of the operations, but rather some reflections 
on the results of the treatment given. I have several reasons for wishing to 
discuss this series of cases, one of importance being that few such lists, if 
any, have appeared in this country, although many long series of operative 
results have been presented in American literature. An added reason for 
interest in these cases is that the ever active controversy over the use and 
abuse of sclerosants, both at the time of and after operation, is still with us. 
I hope that my results may help to give more confidence to those who fear 
their use. 
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I hope also that the safety of the treatment will be appreciated, since it 
will be found that there is no mortality attached to this list. This fact is 
one of great importance, since varicose veins in themselves are a non-lethal 
condition which does not justify extensive operative procedures. 

My final reason is an 
entirely selfish one. | 
wished to collect these 
patients together so that 
I might learn from my 
mistakes. I may say that 
I have learned a great 
deal, and have in part 
revised some of my pre- 
vious convictions. It is 
to be hoped that this 
series may be followed 
by further lists treated 
by alternative methods 
by other workers else- 
where. It is only by the 
comparison of various 
methods and by a 
humble approach with 
an open mind to this 
fascinating subject that 
we may hope for pro- 
gress. 

Before considering 
my list of cases, I should 
like first to examine the 
results obtained by an 
American surgeon. In 
1942, Gerald H. Pratt, 
in America, correlated 
the results of six pre- 
vious years; again in 
1946 he checked the re- 
sults which he had ob- 
tained over the previous 


Fic. 1—Severe varices associated with ‘blow-outs’ (incom- ten years of operative 

petent communicating veins). work. His method of 
treatment at that time was that of a flush ligation of the internal saphenous 
vein in combination with a sclerosant injected at the time of operation. He 
also resected ‘blow-outs’ (incompetent communicating veins) in the vein’s 
course (fig. 1). He found that 75 per cent. of his patients had entirely satis- 
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factory results and that the most common cause of recurrence was due to the 

lack of excision of some incompetent communicating vessels at the time of 

operation. In six of his recurrences he admitted the failure to ligate one or 

more of those most important branches 

at the sapheno-femoral junction. He 

noted that the 25 per cent. of cases 

which were not entirely satisfactory 

could still be benefited by means of 
Fic. 2—The author's ‘nutmeg grater’ further surgical treatment and he put 

aseme. the position very well as follows:— 

‘Because the fundamental pathology is due to valve failure, in some of these 

patients an incompetent communicating valve will appear from time to time and, 

after the operation, will require a secondary resection. 

It is my practice to tell patients of this possibility so 

that should this occur they do not believe that it is a 

recurrence of the original trouble but rather a minor 

complication’. 
This careful analysis of expert treatment over ten 

years is a good testimonial for this method, which 

is not greatly different from the one I have adopted 

in this present series of cases. The modifications I 

have made in treatment, however, consist in the 

majority of cases of the use of the ‘nutmeg grater 

needle’ (fig. 2), the use of a phenol sclerosant (fig. 

3), and the addition of a most valuable adjunct to 

treatment—the ‘ankle tie’, which has been advo- 

cated so strongly in the past by Harold Dodd. In 

other words, I hope that my method of treatment 

of these cases has combined the salient points of 

what might well be termed the Dickson Wright and 

Harold Dodd schools, together with the additional 

modifications of my own which I have just men- 

tioned. Some of my cases needed a resection of 

‘blow-outs’ at the time of operation and, as will be 

pointed out later in the commentary on this series, 

the results of the examination of this list satisfied 

me that it is always wise to resect blow-outs when 

they occur in the lower third of the limb. The 

rough-headed needle is usually found to be quite Fig. 3—Diagram to illus- 

capable of dealing with those occurring in the thigh. trate operative technique 








rREATMENT 


Most of the patients were treated as in-patients, and local anawsthesia was 
employed. In all instances a ‘flush tie’ or, as it is better named, a high re- 
section of the internal saphenous vein, was performed. An ‘ankle tie’ with 
the injection of a sclerosant through a ‘polythene’ tube was used in many of 
the cases. My ‘nutmeg grater’ needle, together with the injection of a phenol 
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sclerosant, was used on the distal end of the resected internal saphenous 
vein in the groin. The patients were also taught self-care, since many needed 
postoperative supportive treatment by means of two-way stretch bandages. 
Physiotherapy, exercises and limited standing were advised when necessary, 
and all patients were asked to report at regular intervals after operation. 
Whenever possible it was explained to the patient that the objects of treat- 
ment were as follows :— 

(1) To prevent the inevitable onset of complications. 

(2) To heal those complications when they are present. 

(3) To relieve symptoms such as aching, heaviness of the limbs, and 
pruritus. 

(4) To rid the limb from varices, so far as possible, but not to promise 
perfect cosmetic results or to give guarantees regarding further recurrences. 
The chance of relief by means of further surgical treatment, if recurrences 


developed, was also mentioned. 


METHOD OF SURVEY 


All of the patients were interviewed and examined whenever this was 
possible, and at that time they were presented with the same form which 
was sent to those unable to attend personally. The questionnaire was as 
follows :— 
(1) Are you quite satisfied with the results of your operation? 
(2) Are you no better or worse since your operation? 
(3) Did you have an ulcer or eczema before operation? 
(4) If you had an ulcer or eczema, is it now healed? 
The results of these examinations and questions were as follows: 
Total number of cases 
Satisfied 
No better. . eee ee 
Ulcers before operation. . : 
Healed after operation and still remaining healed 


It will be noted that these answers were entirely the responsibility of the 


patient and merely expressed their own views. In many cases the patient 


was satisfied whereas I was displeased, since in some the cosmetic result and 
the presence of ‘blow-outs’ caused poor results so far as I was concerned. 
Again, some of the 55 who claimed to be no better were really satisfactory, 
and a review of these cases was particularly interesting. Among them 20 
could be classed as being unsuccessful chiefly owing to their own fault, and 
this group of patients will be discussed later. 


COMMENTARY ON SURVEY 
Critics of this survey will doubless say that the analysis of results is neither 
scientific nor detailed. They have complete justification in this criticism, but 
must, however, realize that the reasons for this review were to check whether 
or not the patient had received benefit, and it was the patients’ opinion being 
sought throughout. It was also our object to find out if their ulcers were 








248 THE PRACTITIONER 


remaining healed after operation. It is to be hoped that this series of opera- 
tions prevented the onset of a good many complications, since Homans’ 
(1917) statement which pointed out that ‘varicose ulceration was the logical 
end-result of untreated varices’ cannot be denied. Few dealing with this 
subject will deny the truth of this assertion. Examination results are sub- 
jective and what the patients say is taken as the index of progress. The fact 
that so many were satisfied is all to the good; especially since these results 
were achieved without mortality. Death from operation for such a complaint 
is a major tragedy. It should also be noted that no serious results were en- 


Fic. 4—A severe gravitational ulcer of Fic. 5—The same leg twenty-one months 
seventeen years’ standing. after operation. 


countered from the use of sclerosants. These troubles are not found to 
follow the use of the right sclerosant put into the right place in the right 
amount. Theoretical bogeys suggested by venograms of opaque substances 
floating in the deep veins may be discounted if care is used with all sclerosant 
substances, These results certainly support this statement and are the best 
answer to those who fear their use. 

The results so far as the healing of ulcers is concerned are excellent (fig. 
4,5) The patients, however, have to take as much credit or more for this as 
does the surgeon. They have persisted, when necessary, with the various forms 
of supportive treatment, have altered their ways of life, so far as possible, and 
have exercised correctly. They have also reported for advice at regular 
intervals: they have realized that patients with ulcers cannot depend entirely 
upon the surgeon, but have to be taught to be their own doctors, very much 
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in the same way as the diabetic has to learn about his own metabolism. 

As has already been stated, there were 55 dissatisfied patients, and 35 of 
these were either worse or no better owing to errors in treatment. The 
majority were suffering from the failure to secure all the branches at the 
sapheno-femoral junction. In most of the cases, either the internal pudic, 
circumflex or superficial femoral vein had escaped ligation. Other patients 
had also developed recurrences from ‘blow-outs’ lower down in the saphenous 
system. Both these groups of patients could be benefited by a second opera- 
tion directed to these deficiencies. As I have already pointed out, it is wise to 
attend to ‘blow-outs’ surgically when they occur in the lower third of the 
limb. Similarly, it is wise to deal with ‘roller veins’ occurring round the 
ankle, by excision at the time of operation. These types of veins do not re- 
act to sclerosant therapy, and neither ankle-ties nor high resections of the 
internal saphenous vein seem to affect them. Unless they are dealt with at the 
time of operation a poor cosmetic result ensues. 

In the group numbering 20 who had derived no benefit in spite of the 
treatment being considered to be adequate, we found several interesting 
reasons for failure to help them. Some of these patients for instance were 
found to be drawing pensions for their disability: others obviously found it 
convenient to be invalids. Some were true malingerers and fell into the 
group that Ochsner has mentioned as being ‘dirty and indolent’. In this 
failure group there were 3 patients who had been treated by various other 
surgeons, as well as myself, and who had received every form of thorough 
and proper treatment. Nothing seemed to do these patients any good, and I 
believe we have to recognize a certain type of varix which is almost cancerous 
in its persistence. These cases, which are fortunately rare, seem to be un- 
helped by surgery and have to be placed in the conservative group for sup- 
portive treatment only. They form a group which my late chief at St. 
Bartholomew's Hospital (Louis Bathe Rawling) would have said ‘you can 
but send to the Scotch doctor round the corner’. In passing, it is of interest 
to note that these cases set an etiological problem, inasmuch as these re- 
currences of large varices often occur high up in the internal saphenous 
system. No gravitational factor can be blamed for such recurrences, and 
these rapid regrowths must be put down to a cause as yet undiscovered. So 
much for the results of treatment 


ASSESSMENT OF RESULTS OF TREATMENT 
Although the results are most flattering, the treatment is not yet by any 
means ideal. ‘The main virtues of this particular therapy are, first, the safety of 
the patient, and secondly, that it does not negative the possibilities of further 
surgical procedures at a later date. A surgeon told me only the other day 
that he considered it to be an admission of failure if a patient suffering from 
a gravitational ulcer had to wear a permanent form of support to his leg 
after operation. I do not agree with this statement any more than I feel that 
the wearing of spectacles is an admission of failure so far as the ophthalmic 
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surgeon is concerned. Varices, like teeth, require continual supervision in 
order to keep them from interfering with health and occupation. The results 
obtained depend therefore to some extent upon the intelligence of the 
patient. ‘There is no doubt that there is still a wide field for research in 
sclerosants, in instruments necessary to traumatize the intima, and in sup- 
portive bandages. At present, it is, however, good to know that it is possible 
to satisfy so many patients by means of the treatment outlined. In order to 
obtain such results the following points should be noted :— 

(1) All branches at the sapheno-femoral junction must be carefully ligated. 

(2) A correct choice of sclerosant is essential and it must be delivered in 
the right amount. 

(3) The traumatizing ‘nutmeg grater’ needle has proved itself to be of 
great value and to allow a diminished amount of sclerosant to be injected. 

(4) An ‘ankle tie’ is a valuable adjunct to treatment. 

(5) ‘Blow-outs’ to the lower one-third of the leg usually require local 
excision. 

(6) The patient must be taught ‘self-care’ and cooperation with the 
surgeon. 

(7) Above all, in order to obtain a ‘good leg’, the surgeon must be prepared 
to give much time and patience to every limb under his care. 


SUMMARY 

(1) Six hundred varicose limbs subjected to operation during the past 
seven years are investigated. Results of such examinations are noted. 

(2) The vast majority of patients have been benefited by this treatment and 
have expressed their satisfaction. Failure to get good cosmetic results, 
however, is noted in a large number of patients. 

(3) The onset of the complications of varices is prevented by this 
operative procedure in the vast majority of cases. 

(4) The treatment is shown to be non-lethal and to carry no mortality. 

(5) The use of sclerosants has produced no signs or symptoms of damage 
to the deep veins. 

(6) It is agreed that no one treatment of varicose veins is entirely satis- 
factory and that further work and research are necessary. 


My thanks are due to Butterworth & Co. (Publishers) Ltd., and to Messrs. John 
Bell & Croyden, for permission to use some of the illustrations in this article 
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SOME CLINICAL ASPECTS OF 
THROMBOPHLEBITIS 


By ALASTAIR HUNTER, M.D., F.R.C.P. 
Assistant Physician, St. George’s Hospital. 


THE term thrombophlebitis is generally applied to all forms of intravenous 
clot formation regardless of their etiology, but recently there has been a 
tendency to distinguish non-inflammatory thrombosis (phlebothrombosis) 
from inflammatory thrombosis (thrombophlebitis) (Ochsner and Debakey, 
1941). The difference is mainly pathological but is important practically, 
since the inflammatory clot of thrombophlebitis adheres firmly to the vessel 
wall, whereas that of phlebothrombosis does not, and is therefore liable to 
become detached and cause embolism. 

Clinically, thrombophlebitis usually has an acute onset with constitutional 
signs such as malaise and fever, and local pain with tenderness over the 
affected veins. Phlebothrombosis tends to begin insidiously with minimal 
general and local signs other than edema, and may be suspected only when 
signs of embolism develop. Differentiation on clinical grounds is by no 
means easy, since the signs of the two conditions overlap. Consideration of 
the probable etiology of the lesion is more valuable, as phlebothrombosis is 
essentially a disorder associated with circulatory stasis and is a particular 


hazard of prolonged illness in bed, whilst thrombophlebitis is usually caused 
by trauma or extension of neighbouring infection and is a common com- 


plication of varicose veins. 

In this review, the term thrombophlebitis will be used indifferently to 
cover both inflammatory and non-inflammatory thrombosis, and the 
probable cause will be indicated in each case. 


ETIOLOGY 


The exact etiology in every case of thrombophlebitis is still uncertain, but 
three fundamental causes which are fully discussed elsewhere are generally 
accepted. They are vascular abnormality, circulatory stasis, and increased 
coagulability of the blood. 

Abnormality of the vessel wall.—The main causes of this type of throm- 
bosis are varicosity, injury, the injection of chemical irritants, and direct 
involvement in neighbouring inflammatory or neoplastic processes. Throm- 
bosis of this kind is almost invariably an inflammatory thrombophlebitis 
and is generally accompanied by the expected signs and symptoms. It is 
often situated in superficial varicose veins. Chemical thrombophlebitis, 
apart from that deliberately produced by sclerosing substances, is usually 
caused by glucose saline infusion, especially of a strength above 5 per cent. 
glucose, or by slow blood transfusion. Usually a typical inflammatory process 
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involves a short length of the vein above the site of injection, but it may 
extend throughout the whole length. Embolism is unlikely but not unknown. 

The whole episode is usually brief and subsides after three or four days 
or a week. The importance of trauma is difficult to assess but indirect 
damage by stretching, as well as direct injury, is generally believed to pre- 
cipitate thrombophlebitis. Thrombosis in the pelvic veins is common during 
pregnancy and after hysterectomy, whilst in cases of fractured lower limbs 
there is a high incidence of deep femoral thrombosis on the fractured side 
(Vance, 1934). Embolism is likely to follow. Septic processes, such as car- 
buncles and uterine sepsis, often spread into neighbouring veins causing a 
septic thrombophlebitis, which in the latter instance may reach the portal 
veins, producing a clinical picture of suppurative pylephlebitis. Thrombotic 
obstruction of the veins of the upper and lower limbs complicates mediastinal 
and pelvic neoplasms. 

Inflammatory thrombophlebitis may appear without any obvious cause. 
Deep veins can be attacked, but more often the disease is localized in the 
superficial veins, sometimes migrating from one to another. Occasionally 
obliterative arterial disease is present as well, as in Buerger’s disease 
(thromboangiitis obliterans), and sometimes the clinical features are those of 
thrombophlebitis migrans (Barker, 1936). This obscure disease seems to 
occur in periodic waves and is characterized by a self-limited if protracted 
illness. People of all ages of either sex are liable; constitutional manifesta- 
tions may be severe or absent, and deep or superficial veins of the lower 
limbs are chiefly involved. Pulmonary embolism, although seldom fatal, is 
common, and a hemoptysis from this cause may be the first symptom of the 
disease. 

Circulatory stasis.—Circulatory stasis, whether due to local obstruction 
or to general disturbances such as heart failure, constrictive pericarditis or 
peripheral circulatory failure, is probably the most important single factor 
in the production of thrombophlebitis (Aschoff, 1924). By itself it cannot 
cause thrombosis, but it is mainly responsible for the large group of post- 
operative thromboses and those which follow confinement to bed in cases 
of long-standing medical illness. As would be expected, thrombosis is 
found chiefly in the lower limbs and is usually a bland phlebothrombosis 
of either the saphenous or the deep femoral groups of veins, particularly 
those of the calf. The causes are predominantly local and several have been 
suggested. Prolonged immobilization reduces the normal muscular stimulus 
to the venous return, and the semi-recumbent position causes angulation 
of the femoral vein as it passes beneath Poupart’s ligament. Abdominal dis- 
tension, tight binders, and obesity have all been shown to play a part, whilst 
pressure of the iliac artery on the left common iliac vein probably accounts 
for the greater frequency of left-sided lesions. That sex and age play a part 
has been shown by a statistical survey (Barker et al., 1940, 1941). In 1,665 
cases of postoperative thrombosis there were three women to every two 
men affected: in the men, 50 per cent. of cases were between the ages of 
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fifty and sixty-nine, and in the women 60 per cent. between the ages of forty 
and fifty-nine. The effect of obesity was suggested by the finding that 
thrombosis occurred twice as often in those weighing over 200 lb. 

Changes in the circulation at the junction of smaller with larger veins 
may account for the site of some of these thromboses, at the entry of 
the saphenous into the femoral veins. Other factors, and especially an 
increased coagulability of the blood (Wright, 1947), contribute to post- 
operative thrombosis, since it has been known to follow laparotomy twice 
as often as any other operation, with a particularly high incidence in female 


pelvic operations, prolonged operations, operations for carcinoma, and in 


febrile conditions. Immobilization of the legs in joint diseases can cause 
thrombophlebitis with associated pain and edema which may confuse the 
clinical picture in rheumatoid and osteo-arthritis. 

Congestive heart failure is often complicated by thrombophlebitis, with 
considerable risk of embolism. Although terminal broncho-pneumonia is 
the usual cause of death in mitral stenosis and in hypertensive heart failure, 
there is evidence that this is sometimes precipitated by pulmonary in- 
farction (Eppinger and Kennedy, 1938). Certainly, deterioration in all forms 
of heart failure is often attributable to pulmonary embolism, which should 
always be suspected when a patient with this condition becomes un- 
expectedly worse. Pulmonary embolism in heart failure may, of course, 
originate from clots in the right heart, but is even more likely to follow 
peripheral phlebothrombosis. A similar liability to thrombophlebitis and 
embolism exists in constrictive pericarditis. Pulmonary embolism arising 
from clots in the veins of the legs is one of the most serious dangers after 
coronary thrombosis. It may occur at any time after the onset; sometimes 
being almost synchronous. It is particularly likely to happen in the first two 
weeks of the illness, but may occur in the later stages when the patient is 
almost convalescent. It is probably responsible for the great majority of 
sudden deaths in this form of heart disease, and is so dangerous that pre- 
ventive anticoagulant therapy is regarded by some authorities as a necessary 
routine (Tulloch and Gilchrist, 1950). Although general circulatory in- 
sufficiency predominates as the cause of stasis in heart disease, particularly 
in congestive failure, the local obstructive effects of recumbency are not 
without their influence, and a shortened period in bed reduces the incidence 
of thrombosis. Infarction by itself tends to increase the coagulability of the 
blood, whilst drugs used in the treatment of heart failure, digitalis and 
mercurial diuretics, ave believed to do likewise (Macht, 1943). 

Increased coag*:i:ility of the blood.—The main causes for an increased 
coagulability of the blood with a reduction in the clotting time are diseases 
of the blood, and metabolic disturbances associated with general disease. 
The most important changes occur in states of hemoconcentration after 
severe fluid loss, usually in cases of prolonged diarrhea and vomiting, or 
after a large gastro-intestinal hemorrhage. Thrombophlebitis, chiefly in the 
lower limbs, may follow. 
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Polycythzmia, of either the true primary type or when secondary to some 
other condition, such as emphysema or the cyanotic form of congenital 
heart disease, may lead to venous as well as arterial thrombosis. In poly- 
cythemia rubra vera, intestinal veins such as the splenic and mesenteric 
are particularly liable to be attacked, whilst congenital heart disease is often 
complicated by thrombosis in the cerebral venous sinuses causing syncopal 
attacks. When heart failure ensues, extensive thrombosis of major veins 
may be terminal (Hunter and Lipscomb, 1942). Metabolic disturbances 
affecting the plasma proteins are probably responsible for an increased 
tendency to clot in a variety of pathological processes such as infarction, 
infection, carcinoma, and after surgical operations (Wright, 1947). 
The increase in circulating platelets after splenectomy carries its own risks. 
Similar disorders probably underlie the tendency to thrombophlebitis in 
peripheral veins and in the cerebral sinuses in marasmic states. In many 
cases in this group prolonged recumbency is a feature, but thrombophlebitis 
of upper as well as lower limb veins supports the theory of their metabolic 
origin. Certain diseases seem particularly liable; pneumococcal and 
meningococcal infections of the shorter fevers, and typhoid and typhus of 
those lasting longer being well known. ‘Thrombophlebitis which may occur 
anywhere, but especially in the saphenous, axillary and deep femoral veins, 
usually occurs after the peak of the disease but sometimes complicates the 
acute stage. Femoral thrombosis is a common cause of a secondary rise of 
temperature in the convalescent stages of typhoid fever and, since its onset 
is insidious, may easily simulate a relapse or some other serious complication. 
Pulmonary embolism seldom follows. 


CLINICAL FEATURES 


The clinical features of thrombophlebitis may be general, with fever, 
malaise and leucocytosis; and local, with pain, tenderness and edema. 
They vary considerably from case to case, depending upon the site, onset 
and extent of the lesions, the degree of obstruction to the venous blood flow, 
and to some degree upon the cause. It is suggested that constitutional signs 
and severe local reactions indicate an inflammatory thrombophlebitis, and 
that static phlebothrombosis is a quiet lesion accompanied only by obstruc- 
tive edema. This is only partly true, since superficial thrombophlebitis in a 
varicose vein may cause trivial disability, whilst a typical phlebothrombosis 
beginning acutely in a deep femoral vein may produce an abrupt fever and 
severe local signs. Fever in a deep vein thrombosis may be absent or may 
vary from 100° to 104° F. (37.8° to 40° C.), with a corresponding tachycardia 
and a leucocytosis of from 10,000 to 15,000 per c.mm. Rigors are rare and 
should suggest a septic process, such as a blood stream infection, as the 
cause. The general signs usually remain for two or three days and seldom 
last longer than a week. 

The local signs are equally variable, superficial inflammatory lesions are 
accompanied by pain and tenderness, with local redness and swelling 
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through which the thrombosed vein can often be palpated as a hard tender 
cord. In phlebothrombosis of a deep vein, pain and tenderness are usually 
minimal and sometimes absent except to deep palpation. (Edema occurs if 
the main vein to a limb is blocked; duration and severity vary with the 
degree of obstruction and the rapidity with which a collateral circulation is 
established. In the limbs this usually depends upon the relationship of the 
site of obstruction to the point of entry of the great saphenous and cephalic 
veins. Pain and tenderness in thrombophlebitis generally last for three or 
four days and seldom for more than ten, although a thrombosed vein such 
as the great saphenous remains palpable as a hard cord for weeks, and some- 
times indefinitely. Edema appears rapidly, reaching a maximum after about 
three days. Good collateral circulation promotes its quick disappearance, 
sometimes after ten days and usually within three weeks. In the acute 
cedematous phase, particularly in inflammatory thrombophlebitis, arterio- 
spasm may be associated and make the affected limb pale and cold. The 
establishment of a collateral circulation with recanalization of the vein 
reduces the edema while arteriospasm gives place to dilatation, leaving the 
limb warm. When there is a poor collateral circulation and inadequate re- 
canalization of the obstructed vein, edema persists for weeks or months 
and may even be permanent. In such cases the lymphatic channels are often 
obstructed by tissue fibrosis, with the substitution of a hard edema for the 
usual soft pitting type. In extreme cases there may be elephantiasis of the 
limbs and a risk of secondary septic infection with severe constitutional 
signs (Veal and Hussey, 1942). Deep vein thrombosis sometimes occurs 


without any local or general signs and is only suspected because of pul- 
monary embolism, but usually the signs of clotting precede those of 
embolism by a few days. In chronic cases distended collateral veins may 
asgume a Varicose appearance. 


SAPHENOUS THROMBOPHLEBITIS 


Thrombophlebitis is found more often in the saphenous group of veins 
than elsewhere. This is only partly because of its high incidence in varicose 
veins, since the saphenous is also the most common site for static phlebo- 
thrombosis (Barker et al., 1940, 1941). The lesions vary considerably in ex- 
tent from those affecting short segments of branches of the lesser system, to 
spreading thromboses involving the whole length of the great saphenous 
vein up to its entry into the deep femoral vein. Clotting seldom spreads into 
the femoral vein. 

Small thromboses are always inflammatory and appear below the knee, 
usually on the inner side of the leg and often in varicose veins. Constitutional 
signs are negligible, but there are local soreness and tenderness in the affected 
area. If the great saphenous vein is involved, fever is likely; some pain 
and tenderness are considerable along the length of the vein, which can be 
felt as a tender cord running on the inner side of the thigh to the saphenous 
opening. (Edema is absent and embolism rare unless the whole vein is throm- 
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bosed. Small lesions cause little disability and disappear within a day or two 
if suitably supported; signs of thrombosis of the great saphenous vein may 
last for from one to three weeks, and the vein often remains permanently 


palpable. 


DEEP FEMORAL THROMBOSIS 


After saphenous thrombophlebitis, deep femoral thrombosis most often 
occurs. Commonly the peripheral branches of the deep veins in the calf 
are thrombosed, but the popliteal vein is often involved also, and so is the 
deep femoral above the entry of the great saphenous vein. Sometimes the 
clot spreads upwards from the calf veins to involve the whole system (Allen, 
Linton and Donaldson, 1945). 

Deep femoral thrombosis is often a bland phlebothrombosis and is 
associated with few signs. Sometimes it is symptomless and may be 
diagnosed when pulmonary embolism has occurred; at other times it may 
have an acute onset with constitutional signs, local pain and tenderness, and 
cedema. In bland phlebothrombosis of the calf veins pain is negligible and 
tenderness is only elicited by deep palpation. Dorsiflexion of the foot 
may produce pain in the calf; a sign which has been regarded as pathogno- 
monic (Homans, 1934). Edema may form on the dorsum of the foot and 
around the ankle and on the shins. Similar signs appear in popliteal thrombo- 
phlebitis but tenderness is then felt behind the knee. With thrombosis in 
the main femoral vein, pain is situated in the groin with limited tenderness 
to deep palpation. Sometimes distension of the great saphenous vein as a 
collateral causes tenderness and swelling over the saphenous opening and 
confuses diagnosis. (Edema is the most conspicuous feature of deep femoral 
thrombosis. It is extensive and spreads throughout the whole limb up to the 
groin, but it may be absent if obstruction is incomplete and gradual. Great 
cedema, especially with inflammatory lesions, is often accompanied by signs 
of arteriospasm—a cold pale limb. The signs of deep femoral thrombosis, 
if confined to the calf veins, may disappear within a week or ten days but if 
the main vein is affected they tend to last longer, commonly for two or three 
weeks. When the collateral circulation is poor and recanalization slow they 
persist for weeks or months, and can become permanent with the post- 
thrombotic syndrome previously described. 

Although thrombophlebitis from almost every known cause can attack 
the saphenous and deep femoral groups, these veins are par excellence the 
sites of the static thrombosis of recumbency, postoperative states, and pro- 
longed medical illness such as infections and heart failure. The condition is 
particularly dangerous because of the frequency of an insidious onset with 
the risk of pulmonary embolism. Thrombophlebitis of an ‘idiopathic’ 
character can appear in these veins in healthy people or after minor trauma. 
It is particularly important in the deep veins of the calf where it is often 
unrecognized unless a slight limp draws attention to it. Fatal pulmonary 
embolism may be the first sign (Homans, 1934). The etiology of ambulant 
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thromboses is obscure, although some may be regarded as abortive mani- 
festations of Buerger’s disease or of thrombophlebitis migrans (Barker, 
1936). Deep femoral thrombophlebitis is liable to recur; one or more 
episodes, each carrying the risk of embolism, can follow each other at in- 
tervals of weeks. Sometimes a second clot forms in the unaffected limb. 
Bilateral chronic post-thrombotic edema may be difficult to diagnose, es- 
pecially if the onset has been gradual. In obese people who are breathless 
these signs are often mistaken for those of heart failure, although the edema 
is usually asymmetrical. 


AXILLARY AND SUBCLAVIAN THROMBOPHLEBITIS 


Thrombophlebitis in the upper limb is far less common than in the lower 
but presents a clear-cut and often dramatic clinical picture. Pressure from 
mediastinal tumours, neoplasms and aneurysms is the usual cause, but acute 
infection, heart failure and constrictive pericarditis can all be responsible 
(Veal and Hussey, 1943). A characteristic acute type follows minor trauma 
or exertion in otherwise healthy people, usually young or middle-aged men. 
Following strenuous use of an arm, particularly in abduction or after rowing, 
riding or even simple stretching upwards, the signs of thrombophlebitis 
develop acutely. Constitutional signs are generally absent but pain in the 
arm, tenderness along the course of the axillary vein, followed by edema of 
the arm and forearm are prominent. In cases of gradual onset distended 
veins on the inner side of the arm and on the chest indicate a collateral 
circulation flowing towards the inferior vena cava. 

Axillary thrombosis, unless caused by some serious intrathoracic lesion, 
responds quickly to rest and elevation of the limb. The signs disappear 
within about ten days, or at the most three weeks. The acute onset following 
exertion and trauma has given rise to various suggestions about the origin 
of axillary thrombophlebitis, including compression of the vein between 
the humerus and the subclavius muscle and by the costo-coracoid ligament 
(Lowenstein, 1924). The influence of squared clavicles and a high upward 
curving first rib associated with broad backward braced shoulders has been 
demonstrated by diodrast injections (Sampson, 1943). 


THROMBOPHLEBITIS IN ABDOMINAL VEINS 
Thrombophlebitis in intra-abdominal veins is well known to follow opera- 
tions, and has been found in pelvic, mesenteric, splenic and iliac veins after 
surgical trauma in their neighbourhood. Splenectomy and operations for 
carcinoma in the presence of infection carry a particular risk. Pelvic sepsis 
in the uterus or the appendix, whether operated upon or not, is always 
dangerous, since ascending suppurative thrombophlebitis may spread into 
the portal vein and to the liver. The characteristic signs and symptoms of a 
severe illness with signs of abdominal pain, with hepatic enlargement and 
tenderness and ultimate liver failure do not require further description. 
Splenic vein thrombosis often follows portal obstruction, as in Banti’s 
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disease and portal cirrhosis. It causes little disability unless the onset is 
acute, when the spleen becomes painful and tender. In the more gradual 
form the spleen becomes enlarged and palpable. Splenic thrombophlebitis 
in chronic heart failure may suggest an incorrect diagnosis of subacute 
bacterial endocarditis. 

Thrombophlebitis of the hepatic veins is rare but associated with clearly 
defined signs. It usually occurs at the junction of the hepatic veins with the 
inferior vena cava, and may be sudden and complete or gradual and partial. 
Atrophy of the liver always follows and in more gradual cases an extensive 
collateral circulation flows through the veins of the abdominal wall. Some- 
times the vena cava is also involved. The usual causes of pressure from 
abdominal tumours, hepatic cirrhosis, or secondary neoplasm are likely to 
be responsible, but sometimes this type of thrombosis develops as a primary 
condition (Chiari’s disease). ‘The mechanism is not completely understood, 
but trauma to the veins as they pass through the diaphragm seems likely 
(Thompson and Turnbull, 1912). In the acute form, the clinical features are 
those of sudden upper abdominal pain, rapid enlargement with great 
tenderness of the liver, and progress to jaundice and hepatic failure within 
weeks. In the rare gradual cases, pain and liver enlargement are less but 
ascites appears rapidly. The collateral circulation causes great distension of 
the veins in the abdominal wall, and flows downwards when the hepatic 
veins alone are obstructed and upwards when the vena cava is blocked as 
well. Chronic cases are almost indistinguishable from portal cirrhosis and 
may progress gradually to terminate with liver failure after some months 
(Armstrong and Carnes, 1944). 


COMPLICATIONS OF THROMBOPHLEBITIS 


The local complications of thrombophlebitis—chronic @dema and a 
liability to secondary infection—have been discussed. They can cause dis- 
comfort and unsightly disability, and before the days of modern chemo- 
therapy and antibiotics could threaten life. Embolism from detachment of 
the clot is the main immediate risk of thrombophlebitis. It may coincide 
with the local signs or it may even precede them, but usually follows after 
an interval. The most common time is in the second week. A second 
thrombosis supervening upon an old one is equally dangerous. An in- 
flammatory clot with obvious local signs is more firmly adherent to the 
vessel wall and less likely to form an embolus than a non-inflammatory 
phlebothrombosis with a quiet onset. Despite its importance it is noteworthy 
that the total incidence of embolism in a large number of cases was 1 per 
cent. (Barker et al., 1940, 1941). 

Pulmonary embolism is naturally the usual sequel of phlebothrombosis, 
although occasional systemic lesions occur. Generally they are associated 
with an intracardiac communication between the left and right heart. Even 
this is not enough to produce systemic embolism without some pulmonary 
congestion. The classical signs of pulmonary embolism, dyspneea, pleural 
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pain and shock, with a later development of hemoptysis and signs in the 
lungs, and right heart failure are too well known to need further description. 
Minor signs in the absence of these florid features are often unrecognized. A 
sudden syncopal attack with a fall in blood pressure, an attack of dyspnea, 
or even in a cardiac case an increase in the signs of failure, are likely mani- 
festations which should be regarded as a warning of major embolism in a 
susceptible patient. 

An electrocardiogram showing inversion of the T waves in leads II and 
III and in chest leads from the right side, or signs of right bundle branch 
block will sometimes help in doubtful cases. Recognition of these minor 
episodes is important, since they can indicate the presence of a silent 
thrombophlebitis which can cause more serious complications unless it is 
properly treated. 


SUMMARY 


(1) The factors responsible for thrombophlebitis are circulatory stasis due 
to general or local causes, damage to veins by trauma, inflammation or 
injected irritants, and increased coagulability of the blood. The importance 
of each varies with the circumstances of the causal disease. 

(2) A distinction between inflammatory thrombophlebitis and static 
phlebothrombosis is useful in estimating the likelihood of embolism, but is 
not always clinically possible. 

(3) The signs of thrombophlebitis, both general and local, vary with the 
extent and site of the lesion and with the cause. 

(4) The complications of thrombophlebitis are local, with chronic edema 
and a liability to secondary septic infection, and embolic, with a pre- 
dominance of pulmonary embolism. 
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THE PREVENTION AND TREATMENT OF 
THROMBOPHLEBITIS 


By C. J. GAVEY, M.D., F.R.C.P. 


Physician, and Physician-in-charge, Cardiographic Department, 
Westminster Hospital. 


DwuRING the past decade anticoagulants have revolutionized the treatment of 
thrombophlebitis, but the fact remains that facilities for such treatment are 
not yet universal, and this has not been lost sight of in this article. Moreover, 
in the first place our efforts should be directed to prevention, especially as 
there is evidence of an increasing incidence of thrombo-embolism not ac- 
counted for by a more general awareness of the condition. 

Prevention of thrombophlebitis implies a knowledge of the etiology. 
Unfortunately, in most cases the fundamental cause is not known, beyond 
the fact that there is some derangement of the mechanism of coagulation of 
the blood, but clinical experience has led to the conclusion that certain 
disease states or agents act as precipitating causes, and for the present these 
must be managed if morbidity and mortality from thrombophlebitis are to 
be lowered. Phlebothrombosis is here included in thrombophlebitis. 


MEDICAL PREDISPOSING FACTORS 


Medical diseases are now known to rank as high as surgical in the precipita- 
tion of thrombophlebitis. Heart failure, whatever the cause, greatly facilitates 
thrombophlebitis by virtue of stagnation of venous blood, yet if this were the 
only reason one would expect a higher incidence. Anemia as such is not a 
common precipitating factor in the present era because anemia is now 
seldom left untreated, but thrombophlebitis was seen fairly often in the days 
of chlorosis. Associated cachexia, as in the leukemias, may be the crucial 
agent. Thrombi formed in anzmia cause little local reaction and readily 
become detached to form emboli. Polycythemia, which is usually accom- 
panied by thrombocythemia, predisposes to thrombophlebitis in the limbs, 
cranial venous sinuses and retinal veins. Infections such as pneumonia used to 
be particularly conducive to thrombophlebitis but this is now seldom seen, 
probably because of treatment by antibiotics. Less prominent infections 
such as tonsillitis are occasionally followed by this complication which is very 
variable in its time of onset. Acute rheumatism is no longer an important 
cause of thrombosis but the old books contain numerous examples. Syphilis 
should not be forgotten. Metabolic diseases such as gout used often to be 
incriminated, but that disease itself, and certainly its complication, is now 
rare. In diabetes, thrombophlebitis usually complicates gangrene. Para- 
plegic patients are liable to thrombophlebitis in the lower limbs, especially 
poliomyelitis victims in Drinker respirators. An awareness of this complica- 
tion may lead to successful physiotherapy. 
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Primary vascular diseases.—Thromboangiitis obliterans not infrequently 
presents with venous inflammation, and occasionally the arterial side is also 
reflexly and temporarily involved by spasm only, the prognosis being much 
better than at first supposed. Prevention lies in giving up smoking. Recog- 
nition of thrombophlebitis migrans is important because there is no known 
cause for it and so little can be done in its prevention. Occasionally tubercu- 
losis predisposes. Fortunately it is rarely fatal and runs a course of weeks, 
months, or years, then ceases. Thrombosis of the axillary vein is a recognized 
entity although probably of the same nature as thrombophlebitis migrans. 
A mechanical predisposing cause may exist, however, in compression of the 
axillary vein by the clavicle during severe exertion, such as rowing, which 
should therefore be avoided. Periarteritis nodosa, over which we have no 
control, may involve adjacent veins. 


SURGICAL PREDISPOSING FACTORS 


Varicose veins are always prone to thrombophlebitis but much can be done 
by proper treatment as discussed elsewhere (page 228). The cardinal factor 
is adequate support. 7rauma may result in local thrombophlebitis com- 
plicating fractures, especially compound fractures, in which infection and 
stasis are predisposing factors. The former is amenable to treatment but 
stasis may be inevitable. Carcinoma has long been known to favour thrombo- 
phlebitis, both local and remote. 

A knowledge of the foregoing etiological factors is useful in deciding if 
and when to operate. Heart failure, anemia, infection, varicose veins, all 
need attention before operation. Adequate hydration and nourishment must 
be secured. Fear should be dispelled whenever possible. Experience points 
to an increased incidence of emboli in frightened patients, and this is sup- 
ported by the finding in some of them of increased coagulability of the blood. 
It is well to look for already existing thrombosis in the lower limbs before 
operation (Haines, 1948). Despite all these precautions it is found that still 
one-third of all cases of post-operative thrombophlebitis have no obvious 
predisposing causes (Allen et al., 1946). 

During operation care in positioning the patient, as in the lithotomy 
position, is directed to prevent unnecessary pressure on veins. Excessive 
handling and stripping of tissues increase the fibrinogen content of the 
blood and favour shock which predisposes to thrombosis. Expert anasthesia 
helps to minimize shock. Adequate blood or saline infusions designed to 
combat shock are, of course, preventive in themselves, but their indis- 
criminate use for non-shocking operations simply adds another source of 
thrombophlebitis at the site of infusion. Ogilvie (1949) stated: ‘Nearly all 
drips set up at the start of an operation are not merely unnecessary but 
harmful. At least half of the drips set up afterwards are an automatic routine 
or an assurance against worry rather than a considered form of therapy’. 
When prolonged infusion is required the cannula should be changed at the 
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earliest sign of phlebitis, and whenever possible the upper limb veins should 
be used. There is evidence that saline infusions are a powerful source of 
thrombophlebitis, and renewed attention to sterility and pyrogen-free water 
is commended. 

After operation the main preventive measure is mobilization of the lower 
extremities as soon as possible. All are agreed on this, realizing, however, 
that its mode of action is not wholly understood and that its effect may be 
nullified by other factors, such as infection. It is difficult to explain why 
pools of blood in varicose dilatations do not readily coagulate despite obvious 
stagnation. On the other hand, Gelfand’s (1948) observation that no post- 
operative embolism had occurred in his experience among Africans, 
strongly supports the idea that mobility, which is so striking in Africans, is 
a powerful preventive factor. Haines (1948) has provided evidence of the 
beneficial effect of early active movement and massage on the incidence of 
emboli in postoperative gynzcological cases. Early rising after operations 
is recommended but this must not be carried too far, and if the patient 
complains of faintness after getting up more harm than good is done. 
Breathing exercises are very valuable in aiding venous return and so re- 
ducing stasis. Preoperative training in this should be encouraged. Tight 
abdominal binders should be avoided and abdominal distension reduced if 
possible. Fowler’s position is avoided as it retards venous return by kinking 
the femoral veins over the pelvic brim, as shown by Wright (1948b). This 
author also records a most interesting observation on the remarkable facilita- 
tion of blood flow by flexing and extending the foot, as shown by radioactive 
Na,, and the Geiger counter. The old ‘donkey’ has rightly been discarded 
because it impedes the venous return from the calves. Dehydration from 
much vomiting should be rectified. 

Anticoagulants may be used prophylactically after operation in a few in- 
stances when there is a history of past thrombo-embolism, when immobiliza- 
tion is inevitable, or in certain cases of congestive heart failure which have 
undergone emergency operations. A family history of thrombo-embolism 
also favours their use. The age of the patient determines to some extent the 
likelihood of thrombophlebitis postoperatively (Lam and Hooker, 1946). 
Efforts to deal with all other precipitating factors are therefore redoubled 
in the old. The seasonal incidence of thrombophlebitis is not well enough 
established to indicate unfavourable times to operate; but there is no doubt 
that thrombo-embolic episodes tend to occur in series. 

Unfortunately, there is no reliable blood test which will predict a tendency 
to thrombosis in the average case. It is known that after operation there may 
be a rise in the platelet count and in their adhesiveness, a rise in fibrinogen 
B (Lyons, 1945), and an increased activity of prothrombin, and that the peak 
figures correspond closely with the maximum incidence of thrombosis 
(Wright, 1948b), but these findings do not indicate in which patients 
thrombosis will occur. 
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TREATMENT 

Non-operative thrombophlebitis—When this is localized in superficial 
varicose veins all that is required is relative rest for a few days, with the 
limb elevated and hot packs until the pain and inflammation have subsided, 
and then a supporting bandage during ambulation. When the short or long 
saphenous veins are affected the same procedure is advocated, but with 
initial complete rest for two to three days, keeping a watchful eye for ex- 
tension to deeper veins as shown by spreading tenderness and swelling of 
the limb compared with the opposite side. Penicillin and sulphonamides are 
advisable if there is fever. If the deep veins are involved, anticoagulant 
therapy is strongly advised. Occasionally a suppurative thrombophlebitis oc- 
curs and is heralded by a rigor or high fever. This is a surgical emergency and 
high ligature of the appropriate vein is indicated, together with anti- 
coagulants. Jlio-femoral thrombosis or deep calf thrombosis requires anti- 
coagulants at once. A scheme of treatment is outlined later (p. 266). 

In cases of heart failure or anemia the site and extent of the thrombo- 
phlebitis will determine the treatment on the above lines. Occasionally it 
may be justifiable to ligature a femoral vein when thrombophlebitis is ex- 
tensive below it. Indeed it may benefit the heart failure. 

Thrombophlebitis migrans requires special mention. Here the inflammation 
of the vein is so intense that adherence of the clot is almost certain and 
emboli are rare but do occur and are fatal in 5 per cent. of cases (Allen et 
al., 1946). It is almost impossible to differentiate between pulmonary emboli 
and thrombophlebitis of pulmonary veins (Ryle, 1936). Heparin is therefore 
used chiefly for relief of pain and congestion by virtue of its antispasmodic 
effect, thereby favouring the opening up of collateral channels. It is doubtful 
whether a recurrence is prevented by anticoagulants, and in my experience 
it is not, but further evidence on this point is awaited. Knowing, however, 
that the disease is usually self-limited, it may be practicable to continue 
anticoagulants such as dicoumarol or ‘tromexan’ for months or years, and 
the risk attached to the treatment must be balanced against the probable 
disablement from recurrences. Patients suffering from the disease are natur- 
ally fearful of further thromboses at dangerous sites, and usually prefer the 
risk of anticoagulants to inaction. ‘Tobacco must be avoided altogether, and 


any focus of sepsis dealt with in tonsils, teeth, sinuses, or prostate. Vaccines 


are not likely to help. Local support to affected areas is given where practic- 
able. When thromboangiitis obliterans presents with thrombophlebitis it is 
usual for the phlebitis element to subside before the arterial side becomes 
troublesome. If pain and swelling are severe, anticoagulants bring relief. 
Seldom do emboli occur, because thrombi are usually firmly adherent to 
the vein walls. 

Special types of thrombophlebitis include cerebral venous thrombosis, which 
may affect the superior longitudinal sinus, the cavernous sinus, or lateral 
sinus. All may be associated with headache, vomiting, and rigors, and are 
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treated with antibiotics and heparin. This treatment has completely altered 
the prognosis. 

Postoperative thrombophlebitis.-Apart from emboli of cardiac origin dis- 
lodged at operation, thrombo-embolic phenomena are rare in the first three 
days and tend to occur in the second week or later, even as late as the fifth 
week, in my experience, despite early ambulation. Early diagnosis of thrombo- 
phlebitis depends upon a constant awareness of the possibility of this com- 
plication, and a day-to-day examination is essential. Tenderness in the calf 
veins, for example, may readily be overlooked; if that sign is doubtful, 
Homans’ manceuvre of eliciting pain in the calf by dorsiflexion of the foot 
may be confirmatory. An unexplained pyrexia, tachycardia, frequency of 
micturition not due to urinary infection but to irritation by thrombosed pelvic 
veins (Murley, 1950), or slight stitch-like pain in the chest, should arouse 
suspicion. Pulmonary signs are still too often attributed to collapse or 
pneumonia when infarction is the cause. Any sputum should always be 
examined carefully for blood. 


ANTICOAGULANT THERAPY 


Thrombophlebitis may first manifest itself by emboli. Indeed in a statistical 
study of 343 cases of fatal postoperative embolism (Allen et al., 1946), 45 
per cent. showed no clinical evidence of thrombophlebitis. This is a 
devastating exposition of the problem and indicates the need for careful 
application of principles of prevention already discussed. It appears that a 
clot forms suddenly and is discharged almost whole. It shows no organization 
when examined histologically. One is tempted therefore to conclude that 
when clinical evidence of thrombophlebitis is found the risk lies not only 
in that area of thrombophlebitis, but also in the general thrombophilic state 
which it expresses. Although the clot that is evident is not very likely to 
detach itself if it has given clinical signs, the thrombophilic state may cause 
a detachable extension of the original clot or precipitate a fresh and perhaps 
slippery one elsewhere. In the face of that evidence there would appear to 


TABLE 1 


Statistical prognosis in postoperative thrombo-embolism 
(Modified from Allen et al., 1946) 





| 
| Cases | Per cent. 


a — i —_— + 





(A) Clinical thrombophlebitis 897 | 100 
Further postoperative thrombophlebitis 95 10. 
Or further pulmonary embolism 140 15. 


Further fatal pulmonary embolism 51 5. 


(B) Non-fatal pulmonary embolism 678 
Further pulmonary embolism 207 
Further fatal pulmonary embolism 124 
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be no alternative but to give anticoagulant therapy in all cases of thrombo- 
phlebitis, irrespective of its size or site. Allen et al. (1946) stated that 15.6 
per cent. of cases of postoperative thrombophlebitis showed pulmonary in- 
farction, and 5.7 per cent. died. The incidence of further pulmonary in- 
farction when the first was survived was 30.5 per cent., and 18.3 per cent. 
died. (table 1). This suggests that if anticoagulants are not to be given to 
all postoperative cases—and this is clearly undesirable having regard to risk 
of hemorrhage being greater than the estimate of 2 per 1000 risk of fatal 
embolism (based on Haines’ figures, 1948)—at least they should be given in 
the presence of thrombophlebitis alone, and more certainly when pulmonary 
infarction has occurred, for 18.3 per cent. of these cases will otherwise die. 
The latter statistics were obtained in America, and I doubt if the incidence 
is as high in England. My impression, strengthened by experience of em- 
boli in postoperative ophthalmic cases, is that we can be more conservative 
in certain groups of patients and should avoid rushing in with anticoagulants. 
Emboli are not uncommon among eye cases but are rarely fatal, and then 
only in the very old, who tolerate anticoagulant therapy badly. I view the 
position thus: 


An old patient’s cataract has just been excised and a pulmonary embolus is sur- 
vived: if he is not distressed by it and a cor pulmonale has not occurred—treat 
conservatively, because hemorrhage is much more common in the old, who fre- 
quently have senile purpura; likewise if a superficial thrombophlebitis has occurred 

treat conservatively; but if a femoral thrombosis is suspected—give heparin, 
keeping special watch for hemorrhage. An abdomino-perineal excision of the rectum 
for carcinoma has been successful and on the fourth day an embolus occurs 
heparin is strongly indicated, as the risk of a fatal embolus is greater than that of 
possible hemorrhage. If in the same kind of case thrombophlebitis occurs in a 
superficial vein at the site of infusion—have heparin ready. If a femoral thrombosis 
or deep calf thrombosis is suspected—give heparin. There will be an occasional 
unexpected fatality from pulmonary embolism if this modified plan is pursued, but 
to balance such an unfortunate death we can say that we have not killed another 
patient by unnecessary heparinization. 

Heparin.—Almost absolute indications for heparin in the postoperative 
period are: acute cor pulmonale from pulmonary infarction; a large pul- 
monary infarct; a small pulmonary infarct in the presence of heart disease; 
ilio-femoral thrombosis; and probably a deep calf vein thrombosis. Veno- 
graphy may: help in the diagnosis of the latter. Heparin must always be at 
hand in any postoperative case, for it may be life-saving in massive pul- 
monary embolism if given early enough, by allaying spasm of pulmonary 
vessels or even coronary vessels. It is usually not the size of the embolus that 
kills but the generalized spasm which it induces (Barker, 1944). Morphine 
and oxygen should also be ready. Atropine, 1/50 grain (1.2 mg.), and 
papaverine, } grain (30 mg.), intravenously are poor substitutes for heparin. 

Contraindications to anticoagulants may be summarized as follows: 
hemorrhagic diathesis; tumours or ulcers liable to bleed; cerebrospinal 
surgery; bacterial endocarditis; and also, in the case of the dicoumarol 
group, hepatic or renal insufficiency. Immediately after surgery of any kind 
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the risk of bleeding at the operation site must be balanced with the risk of 
existing thrombophlebitis, but as a rule the latter consideration overrides 
the former, except in the old. The puerperium is a special problem and the 
risk of severe uterine bleeding is considerable during the first week, but the 
risk may have to be taken and only heparin used. It is debatable whether 
heparin should be used after paravertebral block; but considering the gravity 
of the lesion for which this is usually done, i.e. white leg, the prospective 
benefit from heparin usually outweighs the risk. 
DosAGE OF HEPARIN 
(1 mg. heparin = 100 units = o.1 ml.) 

1st day: 15,000 units stat., 10,000 units 4-hourly intravenously. 

2nd day: 10,000 units 4 times. 

3rd to 5th day: 10,000 units twice daily. 

6th day (et seg. if necessary): 10,000 units nightly. 

Most cases will have become capable of ambulation by the sixth day and 
in others a further nightly dose of 10,000 units will be required. Exercises 
are started on the third day of treatment when the clot is assumed to have 
become adherent. A Gordh needle or ‘polythene’ tubing suitably stoppered 
and fed through a French’s needle, greatly facilitates administration. The 
coagulation time, normally 4 to 7 minutes, by Lee and White’s method, is 
increased to 15 to 20 minutes by this treatment. Murley (1950) favours a 
smaller dosage, 12,500 units, then 7,500 units, four-hourly. Antidotes to 
heparin are seldom required, as stopping the drug quickly restores normal 
coagulation time, but if necessary, 10 ml. of 1 per cent. (0.1 g.) protamine 
sulphate intravenously or fresh blood can be given. (Intramuscular heparin 
is being investigated. Pain at the site of injection is a disadvantage often not 
removed by local procaine, and there is more urgent need for estimating 
coagulation times.) 

Dicoumarol and similar compounds such as tromexan (Burt et al., 1949) act 
by inhibiting prothrombin formation and so prolonging the prothrombin 
time. The former is slowly excreted over a period of days; the latter usually 
within twenty-four hours and often less. Both take time to build up a 
sufficient concentration in the blood, usually thirty-six hours, and pre- 
liminary heparinization is therefore essential in urgent cases. The dosage 
may vary a good deal from patient to patient and from day to day in the same 
patient, so that daily prothombin estimations are required. Very few patients 
are resistant. If the control prothrombin time is 15 to 20 seconds, the 
patient’s prothrombin time should be 25 to 30 seconds, i.e., about 30 per 
cent. of normal plasma prothrombin. The test is not without its difficulties: 
samples of material, thromboplastin, vary and have to be checked, and 
withdrawal of blood from a traumatized vein may give false results. Never- 
theless, dicoumarol must not be given without adequate control. Micro- 
scopic examination of the urine for red blood cells is a useful check against 
overdosage, but negative results do not preclude imminent disaster. Anti- 
dotes are fresh blood transfusion and vitamin K, 40 mg. intravenously. 
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DosaGe OF DICOUMAROL 

1st day: 300 mg. in divided doses (50 mg. tabs.). 

2nd day: 100 to 200 mg. 

3rd dat et seqg.: 100 to 200 mg. according to prothrombin time. 

DOSAGE OF "TROMEXAN 

1st day: 300 mg. 4-hourly for four doses. 

2nd day: 300 mg. 4-hourly for four doses. 

3rd day: 300 mg. once or twice daily according to prothrombin time. 

Treatment should be continued until fever, pain and tenderness of 

the thrombophlebitis have subsided and until the patient is ambulant. Di- 
coumarol or ‘tromexan’ is especially valuable when treatment extends to 
weeks or months, as in bedridden patients with fractures. They are much 
cheaper than heparin. Allen et al. (1946) report no fatal embolisms in 1000 
patients treated with dicoumarol. These anticoagulants have superseded 
injection of sodium thiosulphate and potassium citrate, which have little if 
any value. Salicylates, however, do have some anticoagulant effect and, 
although their efficiency does not compare with heparin or the dicoumarol 
group, they are safe and can be used in treatment of mild superficial 
thrombophlebitis. Huge doses are required to prolong the prothrombin time 
and this effect is inconstant, but it is probable that ordinary dosage helps 
to reduce spread of inflammation and the analgesic effect is welcome. 


LOCAL MANAGEMENT OF POSTOPERATIVE 
THROMBOPHLEBITIS 


Hot packs allay pain. Elevation of the limb is desirable, provided it is com- 
fortable, and after three days, allowed for the clot to adhere firmly to the vein 
wall, exerciges are begun. Ambulation of the patient is started slowly when 
only conservative treatment has been given, or more quickly when anti- 
coagulants are administered. 

Ligature of veins in the attempt to lower the risk of embolism, has ap- 
parently been successful in some instances. Dickson Wright (1948a) 
recommended ligature of both superficial femoral veins, together with anti- 
coagulants, whenever pulmonary embolism had occurred, even when no 
clinical signs of posterior tibial thrombosis were evident, but now, more and 
more reliance is placed on anticoagulants alone. In suppurative phlebitis the 
procedure is rational, and is best exemplified in lateral sinus thrombosis. It 
is worth doing, too, when, as in a patient of mine, heparin in conservative 
doses causes hematuria and uterine bleeding, and a third area of thrombo- 
phlebitis has occurred in the same leg. She had no more episodes after 
ligature of the superficial femoral and long saphenous veins. Ligature of the 
inferior vena cava has been practised in some instances of pelvic vein 
thrombosis and pulmonary embolism. It is a formidable procedure but worth 
considering in exceptional cases in which anticoagulant therapy is for some 
reason contraindicated. Thrombectomy is scarcely justified because other 
clots may be lurking elsewhere. 
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Splenic vein thrombosis is of special interest in relation to splenectomy, — 
which strongly predisposes also to thromboses elsewhere. Here, suddenly 
increased platelets may favour thrombosis and heparin may prevent a fatal 
issue. 


TREATMENT OF LATE EFFECTS OF THROMBOPHLEBITIS AND 
OF PULMONARY INFARCTION 


Often, new varicosities appear after thrombophlebitis and prolonged sup- 
port is necessary, but the ultimate result may be unexpectedly good after 
years of treatment, especially in youth. In older subjects the delayed effects 
may be progressively crippling. Graduated exercises and swimming, if 
possible, are indicated. If lymphangitis has complicated the case, the prog- 
nosis is often worsened, with permanent hypertrophy of the limb. Occasion- 
ally an area of thrombophlebitis remains constantly painful. The cause may 
be implication of adjacent cutaneous nerves, and the condition is relieved by 
nerve block with procaine: a single injection may be sufficient. Anti- 
coagulants have greatly reduced invalidism from venous insufficiency. 
Pulmonary infarction may induce broncho-pneumonia or pleural effusion. 
Rarely, liquefaction of an infarct may lead to a pulmonary abscess. It is 
advisable therefore to administer sulphonamides or penicillin for a week 
after infarction. 


CONCLUSION 


Anticoagulants have added a powerful weapon against the effects of thrombo- 


phlebitis, but there are contraindications to their use, and considerable 
judgment is required as to whether or not to enlist their help in a particular 
case. It should be remembered that anticoagulants may not only save life 
but prevent or reduce crippling venous stasis in the years that follow. 

If it is constantly borne in mind that postoperative fatal pulmonary 
emboli are often unheralded by clinical thrombophlebitis, every effort 
should be made to implement methods of prevention. 
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DuRING the past decade the out-patient practice of psychological medicine 
has assumed ever-increasing importance, and to the practising psychiatrist 
this branch of the work is full of interest. In any psychological out-patient 
clinic almost every type of neurotic and psychotic affection will be met with 
in the course of a year, but the vast bulk of the work will centre round what 
are commonly called the ‘neuroses’, that is, anxiety neurosis and anxiety 
hysteria, and it is to a consideration of the problems presented by these 
affections that this article is devoted. At the outset it should be clearly 
understood that these are two completely unrelated conditions, not only in 
etiology, but also in symptomatology and treatment, and that therefore to 
achieve any modicum of success in dealing with these conditions it is 
essential never to confuse them. 


ANXIETY NEUROSIS 


Anxiety neurosis is the condition most people mean when they speak of a 


‘nervous breakdown’. It has three cardinal symptoms: anxiety or depression, 
poor sleep, and a tendency to tearfulness or weeping. The presence of any 
one of these three symptoms should make one hesitate before calling the 
condition by any other name, and it does not matter whether these symp- 
toms are submerged in an avalanche of other symptoms or whether they 
stand out alone; the other symptoms can be ignored completely. Likewise 
all plausible reasons given by the patient for the presence of these symptoms, 
even if absolutely true, can for the time being be ignored. If these symptoms 
are present, then a potentially dangerous condition of nervous breakdown 
has occurred and must receive immediate treatment. 

It might help at this stage if I gave the symptomatology of ten cases which 
I saw recently at an out-patient clinic. In each case I have copied almost the 
exact words on the record card, which means an abbreviation of the exact 
words the patient used. In all out-patient psychological work it is essential to 
note down the symptoms exactly as related by the patient. Only by doing 
this will the whole picture come to light. Attempting to listen to the whole 
story and then to note down its salient features will lead to hopeless con- 
fusion. In all these cases physical and neurological examinations were entirely 
negative. 

(1) Female, aged thirty-five. Married. Depressed. Recently poor sleep. Wakens 3 
to 4 a.m. Takes sleeping capsules occasionally. Not worried about anything in par- 
March 1rost. Vol. 166 (269) 








270 THE PRACTITIONER 


ticular. Happily married. Two children aged eight and six. Good appetite. Does own 
housework. Weeps now and again. Begins to feel awful. Does not know how she is 
going to go on. 

Admitted: 13 days in hospital. 5 sessions of electric convulsion therapy (E.C.T.). 
Has remained well. 

(2) Female, aged twenty-six. Married. Can’t go anywhere past four months. Has 
‘nervous attacks’. Teeth chattering. Some days feels all right. Next day bad as ever. 
Eats badly. Does not sleep till all hours. Awake again at 7 a.m. Often weeps. Some- 
times imagines she is not there. Happily married. No real worries. 

Admitted: 6 days in hospital. 3 E.C.T. Advised to have one or two more but 
insisted on leaving. Has remained well. 

(3) Female, aged fifty-two. Married. No interest in anything. Has lost interest in 
husband, house and daughter of eighteen. Symptoms present past month. No desire 
for food. Likes to go to sleep to get away from it. Would not sleep well except for 
tablets. Feels she is not going to get better. Feels head is going to go away. 

Admitted ; 34 days in hospital. 11 E.C.T. Has remained well. 

(4) Female, aged twenty-five. Married. Pain in head. Lightness when she gets up. 
Awful heaviness around heart. Symptoms began a year ago. Three children, youngest 
3 months. Not well since miscarriage 14 years ago. Eats well. Wakens nearly every 
hour. Frequently weeps and feels relieved when she does. 

Admitted: 13 days in hospital. 6 E.C.T. Has remained well. 

(5) Male, aged fifty. Last 4 or 5 weeks any prolonged talking or studying made 
him sick and giddy. Did not vomit. Felt fuddled. Feels depressed for an hour or so 
and then depression clears off. Now on milk diet to help digestion. Not sleeping so 
well past week. Now finds that reading fatigues him. Only able to read the headlines. 
Once or twice felt like weeping. Had similar attacks in 1931 and 1941. Lasted a 
month each time. 

Admitted: 18 days in hospital. 5 E.C.T. Has remained well. 

(6) Female, aged forty-nine. Single. Breast amputated two years ago. Changed her 
house with another person. Now regrets it. Her house more valuable. Both houses in 
same street. Would like house back again. Does not sleep terribly well. Appetite not 
great. Very good sleeper until she changed houses. Sometimes weeps. Often sleeps 
till 5 a.m. Formerly could sleep ‘hands off clock’. Symptoms present for a year. 
Epileptic fit in July, 1937, and one in January, 1938. None since. 

Admitted: 59 days in hospital. 12 E.C.T. Has remained well. 

(7) Female, aged twenty-five. Married. Blood seems to be on fire, burning. Sweats 
terribly. Used to have pains all over. Now has numbness. Smarting feeling in hands. 
Fingers seem to want to close in. Weakness across back. Eyes sore and smarting. 
Can’t see sometimes with one eye. Does not sleep well; goes to sleep all right; 
wakens 2, 3 or 4 a.m. Weeps all the time. Not as bright as she used to be. No energy 
for anything. Itch on hands. Blotchiness on legs and hands. Pain in stomach like 
indigestion. Youngest baby 7 months. Worried all the time in home. 

Admitted : 16 days in hospital. 6 E.C.T. Developed attack anxiety hysteria on dis- 
charge. Readmitted for 6 days. Has remained well. 

(8) Female, aged thirty-six. Single. Dreads night coming. Fits of weeping past 
week. Eating poorly. Waking up even with tablets. Gave up work three weeks ago. 
Living alone. Very tearful and emotional. 

Admitted: 20 days in hospital. 6 E.C.T. Has remained well. 

(9) Female, aged forty-seven. Married. In mornings gets very nervous. Like 
nervous wind coming up. Does not do so well. Operation nine months ago for hernia. 
Afterwards began to get nervous. A little depressed. Sometimes weeps. Very jolly 
two years ago. Often does not want to go out. Wakens usually at one o’clock. May 
sleep again to 3 or 4 a.m. Fully six months complaining. 

Admitted : 22 days in hospital. 5 E.C.T. Has remained well. 

(10) Female, aged thirty-seven. Single. Gets cold and starts to vomit. Started a 
week ago. A year ago had coldness and vomiting. Could not get heat into her. X- 
rayed. Said she had gastritis. Housekeeper for her father. Feels she has no energy. 
Often has to go to bed early. Eats badly. Sleeps very little. Feels lonely and feels like 
weeping. Sometimes weeps. Wishes she had company. 

6 E.C.T. as out-patient. Has remained well. 
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ANXIETY HYSTERIA 

Anxiety hysteria is probably the least understood of all psychological ail- 
ments, and by most doctors, including the majority of psychiatrists, is hope- 
lessly confused with anxiety neurosis, although the two conditions are poles 
apart. Thus these patients are often put through all sorts of elaborate 
examinations, sent from one hospital to another, ‘analysed’ for years, given 
electric convulsion therapy and not infrequently subjected to major ab- 
dominal operations, all, of course, without the slightest benefit, whereas 
correct diagnosis should have led to complete cure at the first sitting. 
(Fortunately, however, the majority of anxiety hysterics make spontaneous 
recoveries at some period of their illness.) 

To understand the nature of anxiety hysteria it is necessary to have a 
keen appreciation of the part played by suggestion in mental life. Suggestion 
is one of the channels which normally subserve the working of the instincts, 
especially the instinct of flight, and therefore everyone is to some extent 
suggestible, and it is probable that every adolescent suffers from a degree of 
anxiety hysteria at some period of adolescence. Anxiety hysteria is therefore 
not a mental or nervous breakdown but merely a psychological aberration, 
often, of course, extremely distressing, but which should immediately yield 
to the correct counter-suggestion. 

As will be expected, an affection which is caused purely by suggestion will 
have in its symptomatology, in addition to a considerable increase of nervous 
tension, a large array of bodily symptoms, e.g. fainting, vomiting, headaches, 
giddiness, breathlessness, choking, weakness of limbs, spasms of heat, 
numbness, paralysis, tremors, palpitation, sweating. A little investigation 
often throws considerable light on such symptoms, which can often be 
shown to be due to pure suggestion from some trivial bodily ailment or from 
the symptoms displayed by a sick relative. The hysterical patient is simply 
like a frightened child, or a child in panic when left in the dark. A sudden 
eructation of air at a meal convinces him that he is going to choke, that he 
cannot get his breath properly, or if some food comes up that he must vomit 
every meal. A patient of mine found her husband in a heart attack and after- 
wards for a year regularly exhibited ‘fainting’ attacks. Another patient took 
a large dose of purgative and then developed hysterical tenesmus, running to 
the W.C. four or five times an hour for weeks on end. Most doctors will be 
familiar with the hysterical phobias of medical students, and how students, 
especially in their first year of clinical medicine, often convince themselves 
that they have contracted tuberculosis, diabetes, mental disease, cancer, 
septicemia or intestinal obstruction. 

The increased mental tension, agitation and sometimes apparently acute 
anxiety of the hysterical patient, who may even complain of depression and 
sleeplessness, may temporarily suggest an acute anxiety neurosis—I am 
certain that it is here all the confusion arises—but a little judicious cross- 
examination soon reveals that neither depression nor sleeplessness is really 
worrying the patient, that he mixes just as well with company, does not 
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really feel depressed, often sleeps quite well and has no tendency to tearful- 
ness. (As sleep is such an important diagnostic point it should never be 
inquired about directly. If the patient does not mention it, a casual question 
You eat and sleep well?’—usually brings forth the correct answer vital to 
the diagnosis.) 
In the following ten cases of anxiety hysteria the symptoms, as in anxiety 
neurosis, are copied almost verbatim from the record cards. 


(11) Female, aged twenty-five. Single. Keeping company with boy. Had quarrel 
with him. Something came over her. Felt queer. Imagined things. Thought a curse 
was put on her. Gradually got worse. Dropped smoothing iron off table. ‘Thought 
she heard a voice saying ‘Curse on her’. Saw crosses and different things in the sky. 
Went back to work. Next day began to ramble again. First symptoms four months 
ago. Can't sleep so well as a rule. Some nights sleeps well. Can eat quite well. 

(12) Female, aged fourteen. Single. Began to vomit four months ago. Vomiting 
ever since. Vomiting every meal. Sometimes immediately afterwards. Always 
hungry. Would have to vomit even a drink of water. Vomiting started one night 
after she came home from school. Eldest of seven children. Sleeps well. Likes school 
Sorry not able to go to school. 

(13) Female, aged forty-six. Single. Vomiting all morning. All sore down side. 
Pain goes right down right leg and then back to side again. Pain in back. Whatever 
she eats does not go through. Gets terribly swelled. Bowels regular. Pain one side 
of head. Can hardly lift head in morning. Never a good sleeper. Sleeps fairly well 
Has not worked for past two years but does own shopping and cooking. Poor 
appetite. 

(14) Female, aged fifty-two. Married. Recently in a general hospital for five weeks 
with melena. X-ray report negative. Went home two weeks ago. All right for first 
four or five days. Then got very nervous. Got up wind. Could not get breath after 
tea. Beating around her heart. Nearly always a bad sleeper. Sleeping as well as at any 
time. Burning feeling in backs of legs at night. Recently troubled with eye strain. 
Went to ophthalmic hospital. Told nothing wrong. Has to go to bed with very bad 
attacks. 

(15) Male, aged twenty-three. Married. Had lightness in his head a year ago. Did 
not have it again until four months ago. Then began to have it regularly. Very bad 
if waiting for a bus. Never falls. Lightness passes off again. Feels all light. Whole 
power leaves his legs. People do not notice him. No attack past four weeks. Would 
like to go back to work. Eats and sleeps well. Pain in head last two weeks. 

(16) Male, aged twenty. Single. Complains of his breathing. Says it hurts him 
when he breathes in. Stomach jumping. Began three weeks ago. Started at 11 p.m. 
Had pain in bed. Got frightened. Gave him tea. Sent for doctor. Eats well. Sleeping 
badly. Afraid to stay in bed. 

(17) Male, aged twenty-two. Single. When not working imagination runs away 
with him. Gets light headed. Afraid of dying. Felt himself sinking in bed. Could not 
hear anything. Now wants to hear his heart. Thought heart had stopped. All right 
when working. Sleeps well when he gets over. Eats well. Goes to pictures and 
dances. 

(18) Male, aged eighteen. Single. Got nerve in back of neck. Comes on when he 
hes down at night or in company. Has to keep neck in one position whole time 
(slightly turned to right). Can’t sleep with it. Wakens him at night. Came on about 
a year ago. Worse last two months. Has headaches. Fell downstairs a year ago. Fell 
on back of head. Got tremor of head. Did not notice it until told about it. His mate 
got afraid of him and reported it. Got sacked. When tremor comes on has to give 
up work and go for long walk. 

(19) Female, aged eighteen. Single. Not worrying. Feels very nervous last four 
months. Scarcely knows what she is doing. Feels very light headed. Eats and sleeps 
well. Felt very jumpy one day at tea table. Thought she was going to faint. Got up 
and walked outside. Got frightened. Thought something was going to happen to 
her. Feels better when in bed. Sleeps well. Sometimes symptoms go away for days. 
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(20) Female, aged twenty-seven. Single. Suffered with shortness of breath like 
asthma past seven or eight years. No strength. Very weak. Had attack of asthma 
when twenty years of age. No breath when cycling even on the level. Imagines she 
is just going to collapse. Eats and sleeps well. Not able to milk cows past two years 
Feels she is getting weaker. Helps mother in house. Goes to an occasional dance 
Goes to house parties and to Church every Sunday. 


TREATMENT OF ANXIETY NEUROSIS 

Before the days of electric convulsion therapy (E.C.T.), treatment of anxiety 
neurosis was tedious and disappointing. In spite of anything one tried 
sedatives, reassurance, hypnotics, tonics—the patient remained as a rule de- 
pressed, anxious and sleepless for months or sometimes years on end and 
not infrequently drifted on into definite melancholia. Suicidal ideas also were 
frequently present and it was often a matter of the most delicate and critical 
judgment to decide when further treatment outside a mental hospital would 
be too hazardous. By no clinical appraisement of which I am aware could 
the more pronounced examples of this neurosis be distinguished from the 
early symptoms of melancholia, much as many writers would like us to 
believe that there is a wide gulf fixed between what they call the ‘neuroses’ 
and the ‘psychoses’. 

With the advent of E.C.T., however, the whole picture is now com- 
pletely changed. At one period it was my practice to advise E.C.T. only for 
the more marked cases of neurosis, but for a long time now I have urged 
every case to have E.C.T. without delay. Given under proper conditions, 
which I have detailed elsewhere (Thompson, 1950), E.C.T. abolishes all 
anxiety and depression in the course of a few weeks. Thus, in the ten cases 
which I selected almost at random from my case records the average stay 
of nine who were admitted was just three weeks. This I find to be the 
common average in reasonably early cases and it is a great consolation to be 
able to reassure patients and relatives that a complete and lasting recovery 
from all symptoms may be expected within this period. One patient re- 
ceived her E.C.T. as an out-patient, and if for any reason the patient is un- 
willing to enter hospital there should never be any hesitation in arranging 
to give the treatment in this manner. The giving of E.C.T. to out-patients 
is not quite so simple, or perhaps so effective, as when the patient agrees to 
enter hospital, but it is always eminently worth while and is the treatment of 
choice. The number of treatments in the ten cases quoted, necessary to 
effect cure, varied from 3 to 12, the average being 6. 

Case No. 6 is interesting in that despite a history of an epileptiform attack 
in 1937 and another in 1938 it was decided to give her E.C.T. This woman’s 
life was utterly miserable through her apparent regret that she had changed 
her house (when she recovered this did not worry her in the slightest), and 
her relatives were also almost worn out. She writes following discharge that 
‘she feels remarkably well’. It will be noted that Case No. 7 presents a 
number of symptoms of obviously anxiety hysterical type in addition to her 
definite anxiety neurosis. This combination occurs but is infrequent—the 
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two conditions are, of course, not mutually exclusive. When the anxiety 
neurotic symptoms were removed by E.C.T., anxiety hysterical symptoms 
recurred after discharge but yielded quickly to suggestion. (This patient 
was re-admitted as the description of her symptoms over the telephone 
sounded very like a relapse of her neurosis. It should almost never be 
necessary to admit an uncomplicated case of anxiety hysteria). 


TREATMENT OF ANXIETY HYSTERIA 


The dictum of Babinski that hysteria is caused by suggestion and can be 
cured by suggestion is as true today as when it was first enunciated. In the 
treatment of these cases by suggestion, however, many points must be 
borne in mind. Elementary or crude suggestion, e.g., that there is nothing 
wrong after perhaps a perfunctory examination, is quite useless. The con- 
fidence of the patient must first be obtained by a sympathetic listening to 
his story and by a careful clinical examination. A routine neurological 
examination, including examination of the optic discs, should always be 
carried out. ‘The patient can then, if necessary, be absolutely reassured that 
there is no brain tumour. Before any suggestion is attempted, the doctor 
must be absolutely convinced of the correctness of his diagnosis. If he has 
the faintest doubt that there may be more in it than hysteria his suggestion 
will be entirely unconvincing. No one can read the mind of a doctor more 
quickly than the hysterical patient, and no reassurances will carry the 
slightest weight if there is the faintest doubt in the doctor’s mind. The 
patient senses the doubt, and the suggestion vanishes. 

Also, anxiety hysteria must essentially, whenever possible, be cured at 
one sitting. The doctor must have sufficient confidence in his diagnosis, 
despite all the symptoms and laments of the patient, to tell the patient that 
there is absolutely nothing wrong, that he has no nervous breakdown of any 
kind, that he does not want to see him again, that he may resume all his 
work and responsibilities immediately, and that he requires no medicine, 
tablets or tonics of any kind. It is quite useless to tell the patient all this and 
then to ask him to report again in a week or a fortnight; one statement 
cancels out the other. At this stage the patient often asks: “Well, if there is 
nothing wrong, what happened to me?’ Here a simple explanation can be 
given that all the symptoms are merely the result of fear or panic, that such 
states are experienced by everyone at some time or another, and that once 
conquered they will never return. All the cases I have quoted responded to 
one sitting. In such cases I never even remotely suggest that they should 
come back to see me, but I inform their own doctor of the position, urging 
immediate return to work, and ask him to send them back if any residual 
symptoms give trouble. It is only on rare occasions that the latter happens, 
and then the patient has usually added a whole list of new symptoms which 
he feels will this time impress the doctor. 

Hysterical palsy (the so-called ‘conversion hysteria’) is treated on exactly 
similar lines. It is not usually advisable to attempt a complete cure of the 
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palsy at one sitting, as such factors as returning coordination come into 
play, but some simple physiological explanation of the condition should be 
given, with the absolute assurance that power will return quickly; and the 
patient must be encouraged, by enlisting the aid of sensible relatives, to 
persevere with the simplest movements of the part, progressing to more 
delicate exercises which can quickly be improvised. If a set-back occurs, 
disappointment or irritation on the part of the doctor, or any suggestion that 
the patient is malingering or not trying, will be fatal. The whole secret of 
success is to retain the confidence of the patient so that he will persevere with 
the simplest voluntary movements. In the only case of hysterical torticollis I 
have seen in recent years (apart from a very slight degree in patient No. 18), 
it required half an hour’s laborious ‘head traction’ in the consulting room 
before the spasm of the neck muscles could be overcome and the fact 
demonstrated to the patient, beyond yea or nay, that he could hold his head 
in the normal position. Although the condition had persisted for some 
months no further treatment was required. 

In hysterical ataxia it is of course essential to exclude organic conditions, 
e.g. disseminated sclerosis. Recently I was asked to see a case of ‘hysterical 
ataxia’ which exhibited signs of advanced disseminated sclerosis, and a few 
weeks later to see a case of ‘disseminated sclerosis’ which was obviously a 
case of hysterical ataxia, as signs of disseminated sclerosis were completely 
absent and the patient responded immediately to suggestion. (I must here 
confess to attempting, not so many years ago, to cure an advanced case of 
disseminated sclerosis by suggestion!) 

Anxiety hysterical cases, when the patient simulates considerable mental 
confusion, are often puzzling. I was recently asked to see a young man in 
hospital who was moaning and groaning incoherently almost continuously, 
often taking no notice of his food for hours and apparently almost inaccessi- 
ble mentally. The symptoms had come on suddenly the previous day 
following a fall from his bicycle, but there was no history of concussion and 
neurological examination was negative. The peculiar nature of his mental 
symptoms, which fitted into no neurosis or psychosis, and extreme tender- 
ness over all the vertebral spinous processes, convinced me that the con- 
dition was hysterical. After a full physical and neurological examination, 
with all the facts carefully noted down by the house physician, it was only 
necessary to whisper into his ear that there was nothing wrong to effect a 
complete cure. This particular patient, subsequent to recovery, received 
such a ‘ragging’ from his fellow-patients that he was up at 6 a.m. the 
following morning demanding his clothes to go home*. Another boy I was 
asked to see had lain in apparent stupor for twenty-four hours, refusing all 
food and drink, to the consternation of his parents who had always grossly 
indulged him. Despite everything I tried he remained mute and resistive 


*The more acute mental or physical manifestations, e.g. moaning, groaning, 
‘fainting’, trembling, shouting, are often referred to as ‘hysterical fits’, a largely 
unnecessary, and usually quite misleading, description. 
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and inaccessible mentally, and thus | was unable to say whether the con- 
dition was hysteria, psychosis or malingering. As one must always adopt the 
gravest diagnosis I plumped for psychosis and asked his parents to put him 
in the back of my car, wrapped in blankets, and that I would bring him to 
hospital. It was only then that he ‘awoke’, saying that he was all right and 
would get up and dress and have his food. This was a case of malingering, 
to obtain more sympathy and notice, and is quite distinct from hysteria. 

In hysterical vomiting (Case No. 12), when apparently nothing is being 
retained by the stomach, it may not appear so easy to get across the necessary 
suggestion both to the patient and to alarmed relatives; nevertheless, the 
patient, and the relatives in the presence of the patient, must be absolutely 
assured that the condition is harmless and will soon disappear, and privately 
the relatives must be instructed never to show the slightest concern if the 
vomiting should continue for a time, but constantly to reassure the patient 
that it is harmless and to treat the whole matter with light-hearted in- 
difference. The psychoanalysts, of course, say that one should spend a 
year finding out the ‘fixations’ of these patients, that the hysteric enjoys 
his illness and that he uses it as a means of dominating his family or to 
cover up some deficiency he is secretly ashamed of. One has only to see the 
happiness and relief of the recovered hysteric to put at its true worth such 
ill-informed and irresponsible speculation. 


OBSESSIONAL NEUROSIS 


I only mention this neurosis in order to dispose of it once and for all 
‘Obsessional neurosis’ is a diagnosis which, in my opinion, should rarely if 
ever be made, and in fact it is questionable if such a neurosis exists. In over 
twenty-five years’ experience of psychological medicine I have not seen more 
than half a dozen cases which might come into this category and I have a 
lingering suspicion that if one could exclude, by a very careful history, cases 
in which a spontaneous remission of schizophrenia had occurred and cases of 
concealed paraphrenia, these half dozen cases would shrink to vanishing 
point. 

Obsessions as a symptom are, of course, common to many mental states, 
especially schizophrenia, paraphrenia and anxiety conditions, and they are 
also experienced by most people apart from any of the above conditions. 
Few people have not a pet obsession (my own is fear of fires), and these tend 
to become troublesome in overwork or fatigue. Also all medical men have 
that unpleasant experience of a slip in diagnosis or treatment (which all 
must make sometimes), sticking stubbornly in the mind and clouding 
enjoyment over days or weeks. Sometimes it is something said impulsively 
or written in a report, and in itself, as a rule, quite trivial. It all points to the 
fact that most of us work at a certain tension, not far from breaking point, 
and that the peculiar responsibility of medical work exacts a certain toll. 
Therefore if a patient complains of symptoms of an obsessional nature it 
almost certainly points, except in younger people in whom schizophrenia 
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should be excluded, to a slight anxiety neurosis which should clear up with 
appropriate treatment. 


SUMMARY 


Anxiety neurosis is a definite mental breakdown, the cardinal symptoms of 
which are anxiety or depression, tearfulness and disturbed sleep, and it 
should immediately respond to E.C.T. given under correct conditions and 
with correct technique. This neurosis should be regarded as the sign of 
‘wear and tear’ in the battle of life. It is now almost universal, being ex- 
perienced, in greater or lesser degree, by nine people out of ten at some period 
of their adult lives. It could be defined as ‘A condition of lowered mental 
capacity characterized by depression or anxiety, poor or disturbed sleep, 
often tearfulness and, as a rule, failing to yield to any form ot psychotherapy’. 

Anxiety hysteria, on the other hand, is simply a ‘panic’ reaction, caused 
entirely by suggestion, and should be immediately curable by properly 
given counter-suggestion. It can be found at all ages but is most common in 
adolescence, when the mysteries of the body are often alarming to the de- 
veloping mind. It could be defined as ‘A condition of increased mental 
tension, entirely caused by suggestion, leading as a rule to a variety of 
psychologically determined physical symptoms, and usually yielding im- 
mediately to counter-suggestion’. It can thus be seen that anxiety neurosis 
can quickly become a dangerous condition and that there is no dividing line 
between this neurosis and the grave psychosis of melancholia, whereas 
anxiety hysteria does not connote any breakdown of mind or morale but 
merely a temporary, distressing aberration. (Many writers attempt to speak 
of the ‘neuroses’ and the ‘psychoneuroses’. The latter, in my opinion, is a 
completely meaningless term and no two writers appear to use it in the 
same way, although in the main it would appear to refer to ‘anxiety hysteria’). 

In all the above it will be noted that little or no emphasis has been laid on 
psychological methods of healing, apart from suggestion. As I have pointed 
out elsewhere (Thompson, 1949), a knowledge of healthy psychological 
living is of immense value, lessening as it does the ‘wear and tear’ on the 
mind, but one cannot hope to impart this to recovered patients apart from 
whatever immediate advice seems pertinent to their condition. In particular, 
anxiety neurotic patients need to be reassured that their illness is of universal 
distribution, that they themselves are in no way to blame for its occurrence, 
and that they need not live in any tear ot a recurrence, but that if such should 
occur it will immediately again respond to E.C.1. Beyond an occasional 
warning, when necessary, to anxiety neurotic patients against over-con- 
scientiousness and over-scrupulosity, sufferers trom both types of neurosis 
should be encouraged, on recovery, to resume all former responsibilities and 


to lead full lives. 
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RHEUMATISM AND THE KROMAYER LAMP 


VALUE OF THE APPARATUS TO THE 
GENERAL PRACTITIONER 


By C. B. HEALD, C.B.E., M.D., F.R.C.P. 
Consulting Physician, Royal Free and Middlesex Hospitals. 


It is extremely rare to meet a case of rheumatism or arthritis of any duration 
which has not had at least one course of ‘radiant heat and massage’ or 
‘infra-red and massage’. But it is much more rare to encounter a case which 
has been treated by the Kromayer lamp or, even if treated in this way, to 
find that the technique has been good. 

The Kromayer lamp is, in simple language, a source of ultra-violet light 
surrounded by a jacket of constantly circulating water. It was originally 
developed by Prof. Kromayer of Berlin in competition with the Finsen 
treatment for lupus, its structure making it possible to treat areas that were 
not accessible to the Finsen apparatus. 


A FEW PHYSICAL FACTS 


The Kromayer lamp utilizes two small bands in the electro-magnetic 
spectrum to produce its effects. One of these is identical with the spectrum 
produced by the mercury vapour arc. The other, less well known than it 


deserves, consists of an extremely narrow band in the infra-red region of the 
spectrum. There is some suggestive clinical evidence, supported also by 
some physical evidence, that it is this narrow band that is chiefly responsible 
for the clinical effects of this particular treatment. As this apparatus operates 
to some extent over the same range as ultra-violet light, radiant heat and 
infra-red, it will be useful, briefly, to compare and contrast their physical 
properties. 

The physical properties and reactions and uses of ultra-violet light are 
now so well known that they can be passed over. The only differences 
between the Kromayer lamp and ordinary mercury vapour treatment lamps 
are the absence, in the former, of reflected rays, and its ability, consequent 
on its water jacket, to localize its effects without any risk of over-heating. 

The differences in the infra-red spectrum are important. A radiant heat 
lamp generates, as well as ordinary white light, infra-red rays, many of 
these in the shortest part of the infra-red spectrum. An infra-red lamp also 
generates infra-red rays in the longer end of the spectrum without producing 
visible light. A hot-water bottle also produces infra-red rays in the long 
end of the spectrum. Similarly, the household iron is a source of infra-red 
rays. 

When sources of infra-red waves are surrounded by a continuously 
cooled water-jacket, the water absorbs, or is opaque to, the majority of these 
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heat rays. But water is not a complete opaque absorbent. It is translucent 
to a narrow band near the red end of the infra-red spectrum. Blood in any 
thickness is opaque to this band. Radiant heat and infra-red lamps have 
been shown, when used in shock and similar conditions, to add to the 
dangers of these states by lowering the blood pressure and giving rise to an 
increased pulse rate. They can therefore be debilitating forms of treatment, 
easily capable of overdosing when not suitably prescribed and administered. 
The water-passing band can be given the ability to pass through a greater 
depth of the skin and underlying tissues than any part of the electro- 
magnetic spectrum from the ultra-violet to the long end of the infra-red 
spectrum. This is achieved by making the parts to be treated ischemic. 
It has been shown and demonstrated that this band can, under suitable 
experimental conditions, pass through the whole thickness of a forearm, 
and be picked up and registered graphically (Heald, C. B., Proc. Roy. Soc. 
Med., 1935, 29, 185). These experiments established the fact that the rays 
of this band can, at least, be brought to bear on tissues some 2 to 3 cm. 
deep if the underlying structures can be rendered comparatively ischzmic. 


RESPONSIVE TYPES OF CASES 

Studies of the changes that take place when lupus nodules are treated by 
the Kromayer lamp or the Finsen rays suggest that the lymphatics are the 
tissues most affected. Certainly clinical experience supports this. The 
generai practitioner can readily determine the field of utility of the Kromayer 
lamp by asking himself these simple questions: (a) Is there evidence of 
chronic inefficiency of lymphatic drainage? (b) Would improved lymphatic 
flow in this or that local area be of true remedial benefit to the condition? 
If the answer to these questions is in the affirmative the proportion of 
successful results, after treatment, will be satisfactory. 

From these considerations some of the ‘rheumatic’ conditions that are 
likely to respond to treatment with the Kromayer lamp can be enumerated 
briefly :— 

Brachial neuralgia.—When more serious conditions, such as a cervical 
disc lesion, have been eliminated, and there are palpable tender glands in 
close proximity to the roots of the brachial plexus, which on pressure 
broadcast hot, tingling or painful surges down the arm, applications with 
the Kromayer lamp will be found to be one of the surest methods of relief. 

Subdeltoid bursitis and chronic inflammation in other bursa2.—Since burs 
are morphologically part of the lymphatic system, and since their swollen 
and chronic condition is an indication of a lymphatic defect, they answer to 
the test questions in the affirmative. Clinically their response is most satis- 
factory but they require a special intensive technique, otherwise disappoint- 
ment and failure will result. 

Muscle spasm, lumbago, fibromyalgia, or fibrositis, when not the result 
of more basic and serious conditions, such as new growth, aneurysm, or 
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disc, necessarily mean a hold-up in the lymphatic drainage, and Kromayer 
therapy is of assistance in restoring this, although ordinarily in so acting it 
does not eradicate the causative agent. 

Joints.—It is not infrequent to find, and knees are particularly good 
examples of this, well-localized patches of pain, with slight but perceptible 
edema of the underlying tissues over the joint lines. Treatment of these 
areas with simultaneous treatment of the glands, especially if used early, 
can be of real clinical value. 


TECHNIQUE 

Technique and dosage are important if successful results are to be secured. 
There is no necessity for the practitioner to know the details of dosage. 
These are essentially the duty of the one who gives the actual treatment. 
Dosage may be considered from the general practitioner’s point of view as 
either mild, reactive, or intensive. The practitioner requests ‘mild’ treatment 
for all conditions of the brachialgia type; or when joint swelling and pain 
are present and recent. Reactive treatment is suitable for conditions such 
as bursitis. Intensive treatment is requested in cases of acute muscle spasm 
such as lumbago. 

Areas where reactive and intensive treatments have been given should 
immediately be covered with ‘elastoplast’ (two thicknesses), and the patient 
should be instructed not to remove this air-excluding dressing for at least 
a week. It should be explained to patients that a short period of increased 
discomfort is common before improvement and that they are being inten- 
tionally blistered, also that it is impossible to filter off the tanning rays of the 
ultra-violet without materially weakening the special band of the spectrum 
produced by the apparatus. 

Applicators are an essential part of the apparatus, and the makers supply 
filters that materially reduce the passage of the ultra-violet bands. But in 
doing this the intensity of the special band in the infra-red also suffers. 


SUMMARY 


An apparatus that should be available in all rehabilitation departments is 
explained. The general practitioner is advised to familiarize himself with 
its value in a number of common conditions. Its probable mode of action on 
the lymphatic system is suggested; the cases which, in consequence, are 
likely to benefit are put forward and an outline guide to technique is laid 
down. 





MEDICAL LITERATURE 
HOW TO KEEP UP TO DATE 


By L. T. MORTON, A.L.A. 
Information Officer, ‘British Medical Journal’ 


Tue rise of the scientific societies in the seventeenth century underlined 
the necessity for a more speedy diffusion of knowledge than was possible 
by means of books. Medical and other societies began to publish their trans- 
actions periodically, and these journals, sponsored by organized societies, 
were soon followed by independent publications. By the end of the seven- 
teenth century, ten different medical journals had appeared, and during the 
next hundred years 422 more had been added. During the nineteenth 
century there was a further considerable increase, due in part to the develop- 
ment of specialism in medicine. Today, despite the casualties inflicted by 
the war, there exist more than 3000 current medical periodicals. They come 
from all parts of the world and appear in a multitude of languages, covering 
every aspect of medicine and ancillary subjects. 

Whilst this development of medical literature is of interest to the librarian, 
it presents a difficult problem to the medical man who wishes to keep abreast 
of recent advances or to study more closely the literature on a particular 
subject within the medical field. Fortunately, the available indexes and ab- 
stracts of medical literature are unsurpassed by those in other branches of 
knowledge, and it is not very difficult to seek out important references to 
the literature on any medical subject. A description of the principal tools 
available for this purpose may prove of some use to medical men who are 
unfamiliar with them. 


MEDICAL INDEXES 


The Index-Catalogue——A most exhaustive bibliography of the world’s 
medical literature is the Index-Catalogue of the Library of the Surgeon- 
General’s Office, Washington. This is the U.S. Army Medical Department's 
library, and is now one of the largest medical libraries in the world. In the 
Index-Catalogue, books, pamphlets, theses, and the like are indexed under 
both subject and author headings, whilst articles appearing in periodicals 
are indexed by subject only. References to periodicals give the inclusive 
page numbers of articles, thus indicating the length of papers. Under per- 
sonal names are included dates of birth and death, whenever possible, and 
references to any biographical information available. 

Formerly the /ndex-Catalogue published about one volume a year, cover- 
ing a letter or two of the alphabet in each volume. On the completion of the 
alphabet a new series was started, again working through the alphabet, in- 
dexing the literature that had accumulated in the interim. Unfortunately, 
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this valuable publication, which has been called ‘America’s greatest gift to 
medicine’, is shortly to cease publication, mainly on account of the difficulty 
of indexing the vast and increasing output of medical literature and the pro- 
hibitive cost of printing it. However, there will always be available between 
its covers an almost complete index of medical books and papers published 
from the earliest times to about 1950. 
The following volumes of the Index-Catalogue have been published :— 

st series. Vol. 1-16(A-Z), 1880-1895 

2nd series. Vol. 1-21 (A-Z), 1896-1916 

3rd series. Vol. 1-10(A-Z), 1918-1932 

4th series. Vol. 1-10 (A-Mez), 1936-1948 
Volume II of the 4th series, containing the completion of the letter M, will 
appear in 1951 and will be the last. 

Let us see how the Jndex-Catalogue works. We will suppose that refer- 
ences to all the literature on tumours of the Fallopian tube are required. 
Volume 4 of the first series contains the letter F and, as it appeared in 1883, 
it covers the subject up to about 1882. Examination will show that it indexes 
3 books and 39 articles on tumours of the Fallopian tube. Turning to the 
second series of the Index-Catalogue, we find that volume 5 is the one we 
require, that it was published in 1g00, and that it contains a further 7 books 
and 41 papers dealing with our subject and published approximately be- 
tween 1883-99. In the third series, volume 5 (1925) gives an additional 17 
books and 135 papers, the latter being classified under four subdivisions. 
Finally, in volume 4 of the fourth series of the Index-Catalogue which ap- 
peared in 1940, there are 5 more papers. So by consulting 4 volumes of this 
great bibliography, we have information on 27 books (including theses) and 
219 articles from journals, published between the time the condition was 
first recognized as a clinical entity and the year 1939. 

The Quarterly Cumulative Index Medicus.—In order to bring our informa- 
tion nearer to the present, we must consult another useful bibliographical 
aid. This is the Quarterly Cumulative Index Medicus, formerly called the 
Index Medicus. It began in 1879 and until 1926 published one volume each 
year. In 1927 it began to appear quarterly, the first and third quarters being 
cumulated in the second and fourth, to leave two permanent volumes for 
each year, e.g. part 1 (Jan.-March) is included in part 2 (Jan.-June) and is 
discarded on the appearance of the latter. During the last few years various 
difficulties have arisen, compelling publication only of the two permanent 
volumes each year (Jan.-June and July-Dec.). 

The Index Medicus can be used for seeking references published in a par- 
ticular year. It has both author and subject indexes. Entries are arranged in 
a Classified order. Since it became the Quarterly Cumulative Index Medicus 
in 1927, full entries have been given under both author and subject headings, 
in one alphabet. Subject entries referring to papers in foreign languages are 
translated into English. Author entries of papers in certain Puropean 
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languages are given in the original; other languages are translated. There is 
also a list of new books. 

When seeking references on tumours of the Fallopian tube in the Jndex- 
Catalogue, we reached the year 1939. If we consult the two volumes of the 
Index Medicus which have appeared each year since then, we obtain 20 
additional references. 

The Current List of Medical Literature-—Unfortunately, the Index 
Medicus is at present appearing very late, and the last volume available 
covers the period July-December, 1948. There is, however, one further 
means of pursuing our inquiry. This is the Current List of Medical Literature 
which began weekly publication during the war, with monthly indexes. Since 
July 1950, it has appeared monthly, with both author and subject indexes in 
each issue. It is a rather laborious process to examine each monthly index 
of the weekly Current List, but this has been made much easier in the new 
monthly form. The Current List is at present two to three months late in 
indexing journals, but hopes eventually to reduce this gap. By going through 
the Current List from 1949 onwards it is possible to bring our list of refer- 
ences on tumours of the Fallopian tube almost up to date. 

Thus we have been able to find references to everything of importance 
on the subject, from the earliest times. If a few of the most important 
references are all that is required, it is a good plan to work back from the 
present time for a few years; a good review article raay have been published, 
giving the important earlier references. 


The World List of Scientific Periodicals Published in the Years 1900-1933 
(London, 1934), lists all important medical and scientific periodicals and 
indicates the libraries in this country where they may be consulted. 


LIBRARY FACILITIES 


Whereas even the most modest medical libraries will possess the biblio- 
graphical tools already mentioned, few of them can afford to possess all the 
important journals. In London and other places with good library facilities 
it is a simple matter to consult medical literature, but in smaller places it 
becomes more difficult. Libraries such as those of the Royal Society of 
Medicine and the British Medical Association, for example, are able to 
supply almost anything of importance from their vast stock of books and 
periodicals, and members of such bodies are able to enjoy other useful ser- 
vices, such as the provision of bibliographies and information, abstracts, and 
microfilms. The practitioner who requires to consult medical literature to 
any extent will find it most useful to belong to an organization of this type. 
A number of provincial university libraries, medical societies, and colleges 
also have extensive medical collections and give valuable service to their 
members. 
ABSTRACTS 


The present output of medical literature is so great that it is impossible for a 
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person to read everything published on a particular subject, unless it be a 
very restricted one. There is, too, the language difficulty. In the nineteenth 
century the growing output led to the appearance of medical abstracting 
journals. Many specialist journals today include sections devoted to abstracts 
of papers on their specialty published elsewhere. There are also journals 
composed entirely of abstracts. 

Before the last war the firm of Springer in Germany produced a series of 
abstracting journals covering every branch of medicine. All were published 
in German. Most of these were brought to a temporary halt on account of 
the war, but almost all have now resumed publication. In 1947, a Dutch 
organization, Excerpta Medica, began a series of abstracting journals on 
similar lines, but in the English language. Both the Springer organization 
and Excerpta Medica aim to cover the entire medical literature. 

These ‘complete cover’ services tend to publish indicative rather than in- 
formative abstracts. Another kind of abstracting service is the ‘selective’ 
type, which, whilst examining all the journals in the same way as the 
‘complete cover’ service, publishes abstracts of only the most important 
papers. The selective abstracting service is able to publish more discursive 
abstracts than is possible in the ‘complete cover’ service, and its readers are 
offered a far wider view of current developments—important nowadays when 
one branch of medicine impinges upon several others. Selective abstracting 
journals are particularly valuable to the general practitioner, whose day-to- 
day work ranges over the whole field of medicine. Good examples of such 
selective abstracting are Abstracts of World Medicine and Abstracts of World 
Surgery, Obstetrics and Gynecology, both published by the British Medical 
Association. A disadvantage of the ‘complete cover’ abstracting service is 
that it can never actually give a complete cover; the selective service, on the 
other hand, will rarely overlook anything of real importance. 


KEEPING IN TOUCH 
With all these facilities available it is possible for a practitioner in even the 
remotest part of the world to keep abreast of modern developments in 
medicine. How best can he do so? 

First, he should subscribe to, and read, one of the more important weekly 
medical journals, such as the British Medical Journal or Lancet, for these 
contain the most up-to-date information on recent advances in medicine. 
Next, a monthly journal, such as The Practitioner, with review articles, will 
prove invaluable, for its contents, formulated in the first place by the 
editors, will throw into prominence the important topics of the day. Its 
articles are written generally by invitation, making it possible to publish 
considered reviews of particular subjects (a practice sometimes followed, of 
course, by the weekly journals). 

The geheral practitioner will find one of the selective abstracting journals 
useful in keeping him in touch with modern methods of diagnosis and treat- 
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ment, and with developments in all branches of medicine. ‘The specialist will 
subscribe to one or more of the journals devoted to his specialty; such 
specialist journals may also include abstracts. He may find it worth while to 
subscribe to one of the ‘complete cover’ abstracting journals covering his 
subject. The Medical Annual gives a useful review of the year’s work in 
abstract form, and is compiled by a number of experts. The Year Book 
series, published in America, publishes a similar volume for each of the 
specialties. 

Most journals provide authors with reprints of their contributions, and 
many medical men collect reprints, particularly when they are unable to 
have access to the original. This is why many abstracts include the author's 
address, but even if this is not known a request sent care of the journal 
concerned will usually be forwarded. 

Next, there are the facilities provided by the large libraries, to which 
reference has been made. Besides lending books, some will prepare biblio- 
graphies on special topics or will send photostat copies of papers when the 
original cannot be loaned. The Royal Society of Medicine will also provide 
microfilm copies of books and papers in certain circumstances, but the 
difficulty with these is that a microfilm reading machine must be of easy 
access. 

Finally, there are the medical librarians, who have a great tradition of 
service to maintain. They will often give help of a more personal nature than 
is mentioned above, particularly to those who are far from the literature. 
Their help should be sought in any difficulty. It is a good plan to make the 
acquaintance of the librarian when joining a medical organization with 
library facilities. He will explain any special points about his library, any 
important special collections it may possess, and the service it is able to give 
to its users. He can be told of the particular interests of the new member. 
Some librarians keep an eye open for papers in which they know certain 
readers will be interested. They will also be able to explain a number of other 
ways of finding medical literature which have not been mentioned in this 
short account. 
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XXXIX.—URINARY ANTISEPTICS 


By J. C. HAWKSLEY, C.B.E., M.D., Pu.D., F.R.C.P. 
Physician, University College Hospital, and St. Peter's Hospital for Stone 


URINARY antiseptics are drugs used in an endeavour to make the urine 
sterile or else bacteriostatic. They are usually administered by mouth; 
certain drugs may also be included in fluids used for washing out the bladder, 
but in such cases the mechanical process of flushing outweighs in importance 
any antiseptic present in the solution. Although several potent urinary 
antiseptics have been introduced in the last fifteen years, two of value today 
which have not been displaced by newer drugs were in use before the turn of 
the century: potassium (or sodium) citrate, and hexamethylene tetramine 
(hexamine). 

The use of urinary antiseptics today can be enhanced in value by modern 
refinements in bacteriology, particularly by investigating the im vitro sen- 
sitivity of the infecting organism to the drug or drugs most likely to be 
effective. In practice, however, urinary infection is common and often re- 
quires to be treated under conditions somewhat remote from laboratories. 
Furthermore, the commoner causes of urinary infection are usually con- 
trollable by the more frequently employed drugs in use at the present time. 


ACUTE PYELITIS 


The most common urinary infection is pyelitis, but correct treatment of this 
disease requires careful thought for a number of reasons. The most usual 
infecting organism being B. coli, it is apt to be forgotten that a number of 
other organisms are also capable, singly or in combination, of infecting the 
renal tract; ot these, some are sensitive to the same treatment as that re- 
quired for B. coli infection, some are not. Also, the recent introduction of 
antibiotics into therapy has made available modes of treatment that cover a 
considerable number of the likely infecting organisms. A hundred recent 
consecutive cases of urinary infection in which a single organism was im- 
plicated and which included all clean specimens of urine which showed more 
than ‘5 pus cells per 1/6 field’ or’ else ‘numerous pus cells’ realized the 
following result :— 

B.coli 54 per cent. 

Streptococcus faecalis... . 16 per cent. 

B. paracolon coud 9 per cent. 

Proteus (vulgaris) ... 8 per cent. 

Staphylococcus albus . . eel “= 4 per cent. 

Micrococci ... 3 per cent. 

Ps. pyocyaneus ....... ee 3 per cent. 

Staphylococcus aureus ea 2 per cent. 

B. alkaligenes iad I per cent. 
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It must also be remembered that quite apart from the question of a 
suitable urinary antiseptic, pyelitis varies, not only in relation to the nature 
of the infecting organism, but also in relation to many factors that may be 
associated with its causation. Acute pyelitis may be easy to treat but may 
recur and go on recurring. In such circumstances the cause of this must be 
looked for, and may be found either in the lack of sensitivity of the infecting 
organism to the drug being used, to urinary stagnation associated with con- 
genital or acquired deformity of the renal tract, such as hydronephrosis, to 
stagnation due to obstruction, as in partial blocking of a ureter by stone, to 
stenosis of a ureter or prostatic enlargement, or to impeding of urinary flow 
as is so often seen from pressure of the enlarged uterus in pregnancy, and 
which results in the pyelitis of pregnancy which is so apt to relapse. Another 
cause for failure of treatment is insufficiency of renal function, bilateral or 
unilateral, with resulting failure to excrete a high enough concentration of 
urinary antiseptic to inhibit or destroy the infecting organism. So it is that, 
although playing the dominant part in medical treatment, urinary antiseptics 
have to be fitted into a clinical picture of some complexity. 

Treatment.—It stands to reason that most cases of acute pyelitis occur in 
the patient’s own home and that most patients will be treated there. The 
distance from a laboratory has one advantage: it indicates that there is no 
temptation to tell Sister to send a catheter specimen to the laboratory and 
forget to take an adequate history and make a proper examination. Armed by 
these with a diagnosis, treatment may be initiated with confidence of sympto- 
matic amelioration and quite likely cure; none the less, it is a good plan to 
send a clean specimen to the nearest laboratory before treatment is started. 

It is well to give potassium citrate in 30-grain (2 g.) doses four-hourly, 
lengthening the interval when the urine is alkaline to litmus; this alone 
usually controls symptoms and lessens pyuria, but as the urine is not as a 
rule thereby sterilized (and pending a bacteriological report), sulphonamide 
treatment, as the most likely to help, should be given as well. Of many 
sulphonamides perhaps the most popular are sulphamezathine, sulpha- 
thiazole, or a mixture of sulphonamides such as ‘sulphatriad’. One gramme 
six-hourly should produce adequate concentrations in the urine, and the 
drug should sterilize the urine in seven days if it is going to be effective. 
Coliform infections for the most part respond well to this treatment. Be- 
sides its other effects, the rendering of the urine alkaline with potassium 
citrate removes the risk of crystal formation in the urine with resultant 
symptoms which sometimes occurs with sulphonamides, particularly sulpha- 
thiazole. Failure of treatment to produce a sterile urine, even though symp- 
toms have been ameliorated, means either that the organism has not been 
destroyed, or that one of the causes of failure of treatment which have 
already been mentioned is likely to be present; this indicates the need for 
further examination to elucidate the picture. When no other cause than 
therapeutic failure is apparent, a change to a fresh urinary antiseptic is 
indicated. 
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Mandelate therapy, besides often being effective in other common in- 
fections of the urine, is superior to sulphonamides when the infecting 
organism is Streptococcus faecalis. This therapeutic method was introduced 
by Rosenheim in 1935, and with mandelic acid, the original choice, it was 
necessary to render the urine acid to a pH of 5.2 with ammonium chloride 
to obtain the desired effect. With ammonium and calcium mandelate, the 
urine usually achieves the necessary acidity. Both these salts are prescribed 
in a dosage of 3.4 g. six-hourly, and to be sure that the pH is low enough the 
urine should be tested, using methyl red as indicator. This gives a pinky 
red colour at a pH of 5.3 or lower. The requisite acidity should be reached 
in two days, and if it is not, ammonium chloride should be given in 5- or 
10-grain (0.32 or 0.65 g.) doses to bring the pH down to 5.3 and keep it 
there. 

Penicillin is excreted into the urine and is effective against most cocci. 
Its particular value is in the treatment of staphylococcal urinary infections, 
which are sometimes associated with renal carbuncle or prostatic abscess. 
This treatment is not only likely to clear up the urinary infection, but also to 
deal with the abscess and prevent the need for surgical operation. Penicillin 
is also an ideal drug for use in gonoccoccal infections of the lower renal 
tract associated with pyuria. The usual dose is 200,000 units six-hourly, or 
300,000 to 500,000 units of procaine penicillin twelve-hourly. When in- 
dicated, by failure of the infection to respond, much larger doses can be 
given. 

Streptomycin is of especial value in urinary tract infection with Mycobac- 
terium tuberculosis, but the need here is for very careful assessment, and 
surgery still plays its important part in unilateral infection. With most 
urinary infections due to gram-negative bacilli, streptomycin is likely to be 
effective, but because of its scarcity, price, and possible toxic effects, it 
should be used only when it is superior to other methods of treatment. This 
is especially the case with Proteus infection, which responds much more 
readily to streptomycin, and is indeed hard to eradicate with other methods. 
Streptomycin may be given parenterally in 1-gramme doses twice daily, and 
continued for two or three weeks. 


CHRONIC PYELITIS 
In cases which relapse and are found to have a structural cause for this, the 
infection is likely to become chronic. Here, surgery is indicated when 
possible, the infection meanwhile being held in check. When surgery is not 
possible, repeated courses, going from one mode of therapy to another, 
may be used, or when one particular drug is effective it may be given on 
two days a week to cut down infection. 

It is in chronic cases, especially with stagnation of urine, that hexamine is 
most useful. This applies particularly to infections of the bladder due to 
prostatic obstruction, growths or cystoceles. Hexamine yields formaldehyde 
in an acid medium, and when excreted into an acid urine this process pro- 
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duces a strong urinary disinfectant which, within limits, increases with time, 
and therefore with the degree of stagnation. It is usually given in 20-grain 
(1.3 g.) doses, three times a day before meals; a similar dose of acid sodium 
phosphate given after meals should render the urine acid to litmus. When 
this fails, ammonium chloride in 10-grain (0.65 g.) doses should be em- 
ployed. It is said that too much hexamine may itself produce cystitis with 
hematuria. This will probably be the lesser evil and does not often happen, 
although if it does, treatment should be changed. 


PYELITIS OF PREGNANCY 
Pyelitis in pregnancy is often relapsing until after delivery. Treatment de- 
pends upon the organism, but most cases are suitable for sulphonamide and 
alkali treatment. Continued relapse may call for a small suppressive dose of 
sulphonamide, although a change over to calcium mandelate treatment may 
well first be tried. In prolonged treatment with sulphonamides the slight 
danger of agranulocytosis should be watched for by white cell counts at 
weekly intervals. 


FLUID INTAKE AND PRESENT-DAY ANTISEPTICS 
The question of fluid intake is important. In the days when potassium 
citrate was the usual treatment, a high fluid intake was recommended for 
flushing. ‘Today the aim is to obtain sufficient concentration of a bactericidal 
or bacteriostatic agent in the urine and the fluid intake is best restricted to 
between two and three pints, unless dehydration calls for more, in which 
case it should take precedence. 


URINARY INFECTIONS IN CHILDHOOD 
In general, the above remarks apply to the treatment of urinary infections 
in children, although a surprisingly large number do well on alkalis and 
sulphonamides. Sheldon (1946) gives the following dosage tables for the 
use of sulphonamides and mandelates. :— 


SULPHONAMIDES 





Birth to | 6 months 1-3 years | 4-10 years | 11-15 years 
6 months | to1 year 





1st. period 0.25 @. 0.5 g. 0.5 g. 0.75 g. I g. 
2-3 days 4-hourly 6-hourly 4-hourly 4-hourly 4-hourly 
2nd. period 0.25 g. 0.25 g. 0.5 g. 0.75 g. I g. 
2 days 6-hourly 4-hourly 6-hourly 6-hourly 6-hourly 
3rd period 0.25 g. 0.25 g. 0.25 g. 0.5 g. ©.5 g. 
2 days 6-hourly 6-hourly 6-hourly 6-hourly | 6-hourly 











Ammonium mandelate, 26 grains (1.7 g.). 

Liquid extract of liquorice, 5 minims (0.3 ml.). 

Solution of saccharin, ¢ minim (0.01 ml.). 

Water to 60 minims (3.5 ml.). 

Begin with 60 minims (3.5 ml.) twice daily for a child of one year, and work up 
to 60 to 90 minims (3.5 to 5 ml.) four times daily for a child of ten 
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OTHER ANTISEPTIC DRUGS 


It is probable that the new antibiotics, chloromycetin, aureomycin and 
terramycin, will, when readily available, prove useful in the treatment 
of such urinary infections as are caused by organisms known to be sensitive 
to their respective actions. At the present moment there is not sufficient 
evidence one way or another, nor (in this country) sufficient quantities of 
the drugs, to obtain the requisite evidence. 


PROPRIETARY PREPARATIONS 


Apart from those commonly used and important urinary antiseptics which 
have already been discussed under their chemical names, it must be re- 
membered that there are a great many which are sold under trade names. 
Disregarding secret remedies which do not concern us, urinary antiseptics 
with trade names may for the purpose of this article be divided into those 
comprising drugs that are also commonly used under their own chemical 
names and those which are more often met with under a proprietary name. 
Of the former type may be cited the large number of names by which sul- 
phonamides, alone or in combination, are on sale; sulphanilamide alone has 
over 50. No merit or demerit attaches to such ‘named’ preparations other 
than the guarantee that they come from a good manufacturer (one may add 
that this fact is a merit in itself). Mandelic acid and its salts are sold under 
a great many names and it is not likely that one preparation of a known 
substance will be better than another, provided that it comes from a good 
drug house. Hexamine associated with mandelate is another of many 
combinations of the well-known urinary antiseptics. 

Of drugs more usually known by their trade than their chemical names 
there are many and only two will be mentioned. Their selection is due to 
my having found them of use, but does not imply that they are better than 
those not mentioned. Hexylresorcinol, less often used today, was a better 
known drug before the introduction of the sulphonamides. In this country 
it is probably best known as ‘caprokol’. Taken in capsule form it has definite 
value in the treatment of infections with B. coli. Pyridium is another such 
urinary antiseptic. But to describe even the well-known and useful ones 
would require much space and there can be few practitioners who have not 
received circulars describing their actions and merits. It is, in fact, from the 
physicians in general practice that I receive most of my information in the 
first place about such drugs as are placed upon the market under trade 
names, and about their relative merits, for a general practitioner sees many 
more cases of urinary infection in a unit of time than does a hospital 
physician. 

I wish to thank Professor M. Maizels of University College Hospital for kindly 
supplying the figures for quotation on page 286. 


Reference 


— Wilfrid (1943): ‘Diseases of Infancy and Childhood’, sth edition, 
sondon 
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THE DIAGNOSIS OF OSTEOARTHRITIS 


THE principal difficulty likely to be encountered in the diagnosis of osteoarthritis 
is a lack of familiarity with the common clinical ways in which it presents itself. 
It is indeed fortunate that in a disease with such multifarious manifestations the 
clinical types are clear-cut. 

It will be remembered that osteoarthritis is essentially a condition in which 
joint cartilage degenerates in its central avascular portion and that it belongs to 
the higher age-groups. 

The clinical types of osteoarthritis include: Heberden’s nodes; osteoarthritis of 
the thumb joint, the knees and the hips; and traumatic osteoarthritis. 


HEBERDEN’S NODES 


These are small, cartilaginous or bony knobs situated at or near the terminal 
phalangeal joints and were first described by William Heberden, the Elder, in the 
eighteenth century. They are usually more marked in the index and middle fingers, 
and the thumb is hardly ever involved. As the terminal phalanx is often displaced 
to one side, the nodes tend to form on the lateral aspect of the finger. They are 
more often found in the female sex, and are generally of two types, the idiopathic 
and the traumatic. Clinically, however, there is little difference between the two 
types. The traumatic type may have an occupational origin, e.g., they are often 
found on the left hand in violinists, and tend to be localized to one or two joints, 
whereas the idiopathic type to some extent involves all the fingers. 

X-ray appearances are typical, and there is apparent loss of articular cartilage 


with some lateral displacement of the terminal phalanx and a good deal of ‘mush- 
rooming’ of the joints. This is the only type of osteoarthritis in which loss of joint 
space is always found. 

Differential diagnosis includes pulmonary osteoarthropathy and clubbing of the 
fingers. 


THE CARPO-METACARPAL JOINT OF THE THUMB 


It is a curious fact that osteoarthritis sometimes occurs in one joint only, the 
carpo-metacarpal joint of the thumb, where it may remain for the rest of the 
patient’s life. Of course this joint is the one beyond all others which is used in all 
movements of the hand, and the consequent stress and strain on it is very heavy. 
The condition can easily be diagnosed because the joint is swollen, painful and 
stiff. In any patient of middle-age who complains of pain in the hands it is as well 
to examine carefully the carpo-metacarpal joint of the thumb, not only for swelling, 
but also for crepitus, which is one of the early signs. It is generally possible to re- 
assure the patient if the disease is localized to this joint, because the thumb eventu- 
ally becomes pain-free. 

X-ray examination shows typical osteophytic outgrowths, no loss of cartilage 
and no osteoporosis. 

OSTEOARTHRITIS OF THE KNEES 

This is commonly found in women of the forty to fifty-five age-groups and is as- 
sociated in a large proportion of cases with obesity and hypertension; it is some- 
what more often associated with the menopause than the age incidence warrants. 
Physical signs include crepitus, both in the main joint and in the patello-femoral 
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joint. Synovial proliferation, which often occurs, may be due to fatty synovitis, 
and some periostitic hypertrophy of the bone ends may result. 

The earliest X-ray sign is ‘spiking’ of the tibial spines, which sometimes be- 
come so thin that the ends crack off and form foreign bodies. 

Differential diagnosis includes atypical rheumatoid arthritis and, if the sex and 
age incidence is unusual, many forms of specific arthritis. 


OSTEOARTHRITIS OF THE HIPS 


This condition belongs to the older age-groups and has a variety of causes. 
Whereas in the other types the cause is usually associated with stress and strain in 
the joints, osteoarthritis of the hips may follow congenital dislocation of the hip in 
youth, an osteochondritis (usually called Perthes’ disease), an epiphysitis, or coxa 
vara. The physical signs are numerous. The first is limitation of rotation; the 
second is a permanent form of external rotation, so that when the patient is asked 
to flex his hip the medial aspect of the foot travels up the opposite leg. Flexion may 
remain comparatively unimpaired for some time, but the awkward posture which 
ensues is generally shown by an increased lumbar lordosis and tilting of the pelvis. 
In all cases in which a hip lesion is suspected, Bryant’s triangle and Nélaton’s line 
should be measured. Atrophy of thigh muscle is a common finding and it is usual 
to measure the thighs 6 inches above the patella. One type of osteoarthritis of the 
hip is definitely associated with trauma. 

X-ray findings vary in the different cases. In Perthes’ disease there is usually 
‘mushrooming’ of the femoral head, a short, thick neck to the femur, and some 
degree of coxa vara. In ordinary osteoarthritis there is some loss of cartilage at the 
point of maximum stress, i.e., between the upper portion of the femur and the 
acetabulum, and osteophytes are often seen with an area of sclerosis surrounding 
the acetabulum. These appearances are important as they separate this type of 
arthritis from rheumatoid arthritis of the hip, which is associated with loss of 
cartilage all round the joint, and not only in one place as in osteoarthritis. 


TRAUMATIC OSTEOARTHRITIS 


In my experience this is always monarticular unless more than one joint is injured. 
It usually involves the knees, elbows or hips and is sometimes confined to one 
joint for very many years, this being a characteristic feature. X-rays as a rule show 
osteophytes only. 

Differential diagnosis is not difficult. There are one or two familial conditions like 
Morquio’s syndrome which may cause confusion; acromegaly is sometimes as- 
sociated; but apart from this the diagnosis is usually clear. 


LABORATORY FINDINGS IN OSTEOARTHRITIS 
Laboratory findings are mainly negative but the sedimentation rate is raised in 7 
per cent. of cases. In about one-third the basal metabolic rate is decreased, and in 
a small percentage the blood cholesterol is raised. 
ERNEST FLETCHER, M.D., M.R.C.P. 


Physician in charge, Department of Rheumatism, and Lecturer in Chronic 
Rheumatic Diseases, Royal Free Hospital 


(The treatment of osteoarthritis will be dealt with in a subsequent article.) 
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GARGLES 


‘A Gargle is an aqueous solution intended for use as a prophylactic or in treatment of an 
affection of the throat. It is not intended to act as a protective covering of the membrane and 
therefore oily substances requiring suspending agents and drugs of a mucilaginous nature 
should not be used’. 


THE above definition is to be found in the British Pharmaceutical Codex and a 
short list of gargles is given. In the British Pharmacopeia, gargles are not listed, 
nor are prescriptions given. 


PROPHYLACTIC GARGLES 

Antiseptic gargles are no longer prescribed so freely as they used to be, as it is 
suspected that the antiseptic value is very slight, if any. It should also be re- 
membered that the solution used as a gargle comes in contact only with the mucous 
membrane of the upper part of the pharynx; it does not penetrate the crypts of the 
tonsil, and it is doubtful if it ever reaches the lateral or posterior walls of the 
pharynx. To permit of a gargle reaching the lower part of the pharynx, the fluid 
should be almost swallowed but brought back ‘on the farewell’ (to borrow a wine- 
taster’s expression) into the mouth. Some patients become expert at this. 

The prophylactic use of gargles to prevent infection is of no value and in 
infectious diseases hospitals gargling after contact with an infectious disease is 
no longer practised. The wearing of a mask is far more efficient for this purpose. 


THE ALKALINE GARGLE 
The most commonly used type of gargle and one which is most efficient in suitable 
conditions is the alkaline gargle. Its purpose is twofold: to dissolve and clear away 
thick mucus so troublesome in acute pharyngitis and acute tonsillitis, and to 
soothe the inflamed throat. This is achieved by using the gargle as hot as can be 
borne. 

In the case of acute peritonsillar abscess or quinsy, gargling may not be possible 
because of the swelling in the throat and the pain caused by any movement in 
the pharynx. In such a case the alkaline lotion may be syringed into the pharynx 
to remove the tenacious mucus. 

The simplest form of gargle of an alkaline nature is plain sodium bicarbonate, 
used by dissolving one teaspoonful in a tumbler of water, which should be hot; 
or a mixture of common salt and baking soda—half a teaspoonful of each in water. 

A more pleasant soothing alkaline prescription is made with sodium bicarbonate 
and thymol :— 

Sodium bicarbonate 60 grains (4 g.) 


Compound solution of thymol (B.P.C.).............. 2 ounces (56 ml.) 
Glycerin 2 ounces (56 ml.) 


A dessertspoonful in a teacupful of warm water. 
The compound glycerin of thymol (B.P.C.) diluted in water makes a pleasant 
form of alkaline gargle, known in its proprietary form as ‘glycothymoline’. 


DEODORIZING GARGLES 
The mucous membrane of the pharynx differs from that of the nasal mucosa in its 
covering epithelium. The latter has ciliated epithelium easily damaged by anti- 
septic or even slightly acid lotions ; the former is covered with squamous epithelium, 
and any form of antiseptic may be prescribed as a gargle and cause no harm. 
As already mentioned, the bacteria-killing property of an antiseptic gargle is 
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slight, if any. But antiseptic gargles which have a deodorizing action are of great 
use in the treatment of certain conditions of the pharynx. The sloughing which 
occurs after treatment of malignant disease of the pharynx or fauces by radio- 
therapy or diathermy is accompanied by a foul odour which is unpleasant both to 
the patient and his friends. To combat this I have found potassium permanganate 
most useful, in the strength of 2 grains (0.13 g.) in 10 ounces (290 ml.) of water. 
This weak solution forms harmless compounds with foul-smelling gases and 
liquids and acts as an efficient deodorizer. 

Carbolic acid is a popular ingredient of the so-called antiseptic gargle ; it has a 
certain deodorizing action and gives to the patient a slightly analgesic feeling as 
well as a definite taste. This is of value to the patient even if it has no curative 
effect on the condition which is being treated. Carbolic acid in its simplest form 
is the glycerin of carbolic acid diluted in the propoition of 1 ounce (28 ml.) in 
20 ounces (0.5 litre) of water. Many druggists make up a formula containing 
phenol and sodium bicarbonate sometimes known as ‘phenol-sodique’ :— 

Carbolic acid er * 36 grains (2.4 g.) 

Sodium sulphocarbolate 36 grains (2.4 g.) 

Sodium bicarbonate 50 grains (3.3 g.) 

Glycerin 360 minims (21 ml.) 

Solution of carmine (B.P.C.) 5 minims (0.3 ml.) 

Orange water to 4 ounces (112 ml.) 
Two teaspoonsful in a wine glass of warm water as gargle. 

Free chlorine is sometimes used for its deodorizing action. The prescription is 
as follows :— 

Potassium chlorate 200 grains (13.5 g.) 

Hydrochloric acid 2 40 minims (2.5 ml.) 

Distilled water ... to 20 ounces (0.5 litre) 
Dilute with equal parts of water. 


THE ASTRINGENT GARGLE 


The astringent gargle was employed for the purpose of causing an elongated 
uvula to shrink, but it is doubtful if such an effect was produced. It is seldom 
prescribed today, as the underlying cause of the long uvula is recognized as an 
irritative or allergic condition and appropriate general treatment is given. 

The astringent drugs which have been in common use are alum and tannic 
acid. The glycerin of either, in the strength of 1 to 8 ounces (28 to 230 ml.) of 
water makes a useful gargle. Or both drugs may be prescribed :— 

Alum 60 grains (4 g.) 
80 grains (5.3 g.) 
to 10 ounces (290 ml.) 
A dessertspoonful diluted with water. 


If a less astringent gargle is called for, the following may be used :— 


Sodium biborate (borax) 60 grains (4 g.) 

Glycerin 120 minims (7 ml.) 

Tincture of myrrh 120 minims (7 ml.) 

Distilled water to 6 ounces (170 ml.) 
Two teaspoonsful diluted with equal parts of water. 


A gargle which was much in favour when syphilitic lesions of the mouth and 
pharynx were often met with in practice, was a mixture of potassium chlorate, 80 
grains (5.3 g.), in black lotion, 8 ounces (230 ml.). This was diluted with equal 
parts of water 





REVISION 


CORNER 295 


CONCLUSION 


On inquiry among general practitioners as to their use of gargles, I learn that 
most of them use one form of gargle for all conditions. It may be of the alkaline 
type or one containing carbolic acid, which goes to prove that the gargle is of more 
value to the patient than to the disease. 


R. P. MATHERS, M.D., D.P.H. 


Consultant Emeritus Surgeon, Ear, Nose and Throat Department, 


Dundee Royal Infirmary. 


NOTES AND QUERIES 


The Incidence of Twin Births 

Quvery.—lIn the course of my practice I have 
gathered the impression that there is an in- 
creasing number of twin births. I should be 
grateful if you could let me know if the birth 
figures for the country as a whole show any 
such tendency over the last twenty years. 


Rep.y.—It was not possible before the Popula- 
tion (Statistics) Act of 1938 to obtain informa- 
tion on a national scale regarding twin births, 
but for each of the ten years 1939 to 1948 
the Register-General has published in the 
‘Statistical Review’, Part 2 (Civil), statistics 
showing the numbers of twins and triplets born 
alive and stillborn, and the relative frequencies 
of multiple maternities. The term ‘maternity’ as 
used in the reports means the delivery of one or 
more live or stillborn children, a multiple 
maternity being a single event although two or 
more ‘births’ are registered. 
The proportion of multiple maternities per 
1000 total maternities in the ten years were:— 
12 
12 


43 was 11.8 per 1000, or 1 in 85; and in the next 
five years, 1944-48, it was 12.4, or 1 in 81. The 
statistics therefore showed an apparent slight 
increase in the frequency of twin births among 
all births, although not great enough to be 
noticeable by observation, and it might have 
been due to the recording of twins at registra- 
tion not being quite complete in the early years 
of the war. There was, of course, a considerable 
increase in the total number of twins born in 
the course of the ten years, because the total 
number of all births became greater, par- 
ticularly after the end of the war; in the first five 
years about 76,000 twins were born, whereas in 
the second five years about 98,000 were born. 
Percy STOCKS, C.M.G., M.D., F.R.C.P. 


Carbachol in Migraine 


Query.—As a sufferer from migraine I find that 
carbachol, 2-mg. tablets at night, and oc- 
casionally first thing in the morning as well, will 
prevent most attacks. Is there any contra- 
indication to this regular dosage over a period 
of time, or should it be restricted to times of 
stress only? What, if any, are the signs of 
toxicity? 

Rep.y.—Carbachol is a drug which reproduces 
the effects of stimulating the parasympathetic 
nervous system. It is the most potent and also 
the most toxic of the derivatives of choline and 
has a relatively greater action on the gastro- 
intestinal tract and bladder than acetylcholine 
itself, and than methacholine (acetyl-8-methyl 
choline). These drugs give rise to more pro- 
nounced cardiovascular effects, and the last- 
named might indeed be preferable in the treat- 
ment of migraine, for which it has been 
recommended in the form of the bromide (dose 
0.2 g. to 0.6 g., three times a day). 

There would seem to be no special objection 
to the prolonged use of carbachol over a period 
of time. It is, however, difficult to avoid the 
development of tolerance when drugs are used 
for their action on the central nervous system, 
and restriction of its use to times of stress would 
on general grounds seem to be advisable. 

Carbachol in doses as low as 0.2 to 0.4 mg. 
has been known to give rise to toxic effects, 
although most individuals tolerate much larger 
doses. The effects vary so greatly from person to 
person that it is always wise to start with low 
doses and then work up gradually to those which 
just give rise to side-effects. These are, in 
approximate order of frequency: flushing and 
warmth, chiefly of the face, sweating, lacrima- 
tion and salivation, epigastric distress, audible 
peristalsis and abdominal colic, a sensation of 
tightness over the bladder and s desire to 
micturate. 

Proressor E. J. WAYNE, M.D., F.R.C.P. 








296 
Purgatives in Hepatic Insufficiency 


Query.—I would be grateful if I could have 
some information on the use of purgatives in 
cases of liver damage or insufficiency with en- 
suing constipation. If ‘salts’ are found un- 
satisfactory in a patient with severe constipation 
and a chronic hepatitis with some degree of 
hepatic insufficiency, what purgatives could best 
be used without any fear of further liver damage? 
Rep.y.—lIt is probable that the risk of further 
liver damage by the use of the common purga- 
tives in hepatitis with hepatic insufficiency is 
either negligible or non-existent. However, 
assuming that simple measures such as an agar 
preparation and liquid paraffin are ineffective, a 
simple enema or glycerin suppository twice or 
three times a week might prove satisfactory. 
Although small doses of calomel have, for many 
years, been recommended in the treatment of 
jaundice, a cumulative effect might theoretically 
occur, with subsequent toxic effects. Likewise, 
phenolphthalein is absorbed into, and _ re- 
secreted by, the liver; so this drug should be 
avoided, although the danger of causing any 
damage must be very slight. 

If cascara or senna preparations do not act 
when given in the usual doses, an occasional 
colocynth pill could be tried (colocynth and 
hyoscyamine pill, B.P.). The action of some of 
the vegetable purgatives is stated to require 
the presence of bile to produce their effect and 
possibly one of the proprietary preparations such 
as ‘taxol (Continental Laboratories) or ‘veraco- 
late’ (Warner), which the makers claim over- 
come the constipation accompanying biliary 
stasis, might be found useful. 

W. GorDON SEARS, M.D., M.R.C.P. 


Antitetanus Prophylaxis in 
Children 


Query.—When antitetanic serum is given as a 
prophylactic measure should the dose be varied 
according to the age of the child? Alternatively, 
is it correct to argue that, anaphylaxis being the 
only real danger, and this liable to be pre- 
cipitated by a small as well as a large dose, any 
child should receive the full 3000 units, but only 
after a preliminary subcuticular test dose? 
Repty.—When tetanus antitoxin is 

prophylactically to children, it is unnecessary to 
reduce the adult dose (3000 I.U. [1928] in 1 ml. 
=1,500 U.S.A. units=1,500 I.U. [1950]) in 
accordance with either age or body weight. In 
general, sera and vaccines are better tolerated by 
the young than by the older person, who may 
have become sensitized. Modern enzyme- 
refined serum is relatively trouble-free; follow- 
ing its use, the incidence of all types of serum 
sickness has been reduced to less than 3 per 


given 
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cent., and signs and symptoms are almost 
always mild. 

Although much non-antitoxic material is 
eliminated during the processes of concentra- 
tion and purification, refined serum is still a 
protein preparation, and may be associated with 
acute anaphylactic shock in specially sensitive 
subjects, perhaps to the same extent as less 
purified sera. Deaths from this very rare com- 
plication are said to occur in 1:100,000 persons 
injected with various sera. Preliminary tests for 
sensitivity are probably unnecessary unless there 
is a history of asthma or other allergic mani- 
festation. Many clinicians also take special care 
if serum has been given previously, although ex- 
perience has shown that persons who develop an 
acute general anaphylactic reaction have usually 
never had serum before. The older intradermal 
and conjunctival tests are no longer recom- 
mended, as they are unreliable. A better test, 
which is employed with various modifications in 
different hospitals, is to inject subcutaneous!) 
0.2 ml. of a 1 in 100 dilution of the serum as a 
trial dose. If there is no reaction in half an hour, 
serious risk from the full dose can be excluded. 
This injection is then given very slowly; the 
patient should be warm, and adrenaline (0.5 to 
1 ml. of a 1 in 1000 solution) should be im- 
mediately available for intramuscular or sub- 
cutaneous injection if required. Antihistamine 
drugs may also help in the event of troublesome 
reaction. 

It is always unpleasant for a practitioner to be 
faced with the problem of protecting or treating 
an asthmatic patient with any form of serum. 
Active immunization, including boosting doses 
against both diphtheria and tetanus, is therefore 
urged, so that antitoxin should never be re- 
quired for emergency use or otherwise. A card 
with full particulars of injections of toxoids (in 
cidentally, those selected should not contain 
serum), and also a warning not to give antitoxin 
unnecessarily, might with advantage be carried 
by all highly allergic subjects. 

H. J. PARISH, M.D., F.R.C.P.ED 


Rh Incompatibility and 
Reproduction 

Query.—I have as patients a married couple 
with one child. The wife is Rh negative, the 
husband Rh positive. They happen to know 
two couples who have had infants suffering 
from erythroblastosis fectalis, and frequent 
miscarriages, and so are naturally rather 
apprehensive about having further children 
themselves. I would be grateful if you could let 
me know what are the chances of their produc- 
ing an infant suffering from erythroblastosis, or 
of their having stillbirths or miscarriages. 





NOTES 


Rep.y.—In a family in which the father is 
Rh positive and the mother Rh negative the 
eventual occurrence of hemolytic disease of the 
newborn is by no means inevitable. The oc- 
currence is governed to some extent by the 
Rh group of the father, whether he is hetero- 
zygous Dd or homozygous DD, and also by the 
ability of the mother to respond to stimulation 
by an Rh-positive pregnancy. 

In the Medical Research Council’s Memor- 
andum No. 19 on ‘Rh Blood Groups’, page 29, 
Mollison gives the chance of hemolytic disease 
in the Rh-positive infant of an Rh-negative 
woman in a second or subsequent pregnancy as 
probably nearer 1:12 than 1:20. Race and 
Sanger, in their recent publication ‘Blood 
Groups in Man’, page 234, suggest that it does 
not seem that the incidence of the disease can 
be higher than 1:10 of pregnancies which pro- 
vide the necessary conditions. Pickles, in her 
book on ‘Hemolytic Disease of the Newborn’, 
page 140, describes the chance of immunization 
of an Rh-negative woman by pregnancy alone, 
when there has been no previous transfusion, 
as 1:40 in second or third pregnancies rising to 
1:12 to 1:20 in the fifth and sixth pregnancies. 

In the case in question the first approach 
should be to search the mother’s serum for 
Kh antibodies. If these are found, preparations 
can be made to treat the baby immediately after 
delivery. If no antibodies are found in the early 
months of pregnancy a further search is made 
at the eighth month to confirm that antibodies 
have still not been provoked. 

Indirect evidence on the father’s genotype 
may be obtained by showing that one of his 
parents or one of his children is Rh negative, in 
which case he must have the genotype Dd. 

Jean GRANT, M.B., M.R.C.P.ED, 


Painful Fissures of the Tongue 
Query (from Ceylon).—-What is the cause and 
treatment for fissures of the tongue of a person 
who cannot eat or drink hot food as it causes 
burning sensation? 


Rep_y.—The probability is that the cause of the 
painful fissures is a general disorder rather than 
a local one. The mouth must be examined care- 
fully, attention being paid to the teeth and to 
the fit of any dentures. The colour of the 
tongue should be noted, as this will provide a 
pointer to the presence of various underlying 
conditions, and if it is a dull red colour and 
looks very sore, chronic streptococcal glossitis 
should be considered, and moderate doses of 
sulphonamide should be given a trial. 

Anzmia, due either to iron deficiency with 
achlorhydria, pernicious anamia or a deficiency 
disorder, is a common finding in these cases, 
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and the sprue-like group of conditions is par- 
ticularly fruitful in producing this symptom. 
Fatty stools do not necessarily appear abnormal, 
and steatorrhawa does not invariably lead to 
diarrhea. The urine should, of course, be ex- 
amined to exclude the presence of sugar. Con- 
ditions that lead to a radical reduction in the 
appetite, must be taken into account. This 
symptom has recently been seen following a 
subtotal gastrectomy. Response to liver therapy 
was only partial, but the situation was com- 
plicated by the very strong psychological in- 
fluences that were present in this patient. 

The appropriate treatment of any general con- 
dition found on detailed examination may well 
alleviate the tongue condition. While the results 
of this treatment are awaited, local applications, 
such as glycerin and alum paint, or chromic acid, 
24 per cent. in water, may be tried, but are 
usually somewhat ineffective. 

If no underlying condition or local cause has 
been found, an empirical line of treatment must 
be undertaken: nicotinic acid, 50 mg., b.d., ribo- 
flavine, 20 mg., t.d.s., folic acid, 20 mg., t.d.s., 
or a preparation containing the whole of the 
vitamin B complex in very large doses, should be 
given a trial, as should crude liver extract. Iron 
by mouth, even in the absence of anzmia, some- 
times reduces the individual symptoms that 
together make up the Plummer-Vinson syn- 
drome. The sex hormones are worthy of a trial in 
cases in which there is ulceration in the mouth, 
and in some women the response 18 striking. 

The presence of fissures may not be abnormal, 
as minor degrees of scrotal tongue are far from 
rare, and a burning sensation in the tongue is 
not infrequently a functional symptom. 

J]. S. RICHARDSON, M.V.O., M.D., F.R.C.P 


Disposal of Blood Specimens 


Query.—What is the best method of disposal 
of blood specimens after examination in the 
laboratory? Autoclaving, or immersion in lysol 
solutions produces a coagulum, the removal of 
which from the test tubes is difficult and time 


consuming. Washing out the tubes before 
sterilization is fraught with risk to the cleaner. 


Rep.y.—Disposal of blood 
factorily presents a problem. Lysol solutions 
are not satisfactory as they do not penetrate into 
the clots. Autoclaving produces a frothy 
coagulum on the tubes, but is the most suitable 
method. The coagulum can be removed with a 
detergent such as ‘teepol’. The teepol, however, 
must be vary carefully removed by rinsing, as it 
is found that it causes hemolysis which inter- 

feres with laboratory tests. 
Proressor R. J. V. PULVERTAFT, O.B.B., M.D., 
F.R.C.P 


specimens satis- 
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PRACTICAL NOTES 


Penicillin in Large Oral Dosage 

A stupy of the results and blood concentrations 
obtained by oral administration of large doses of 
penicillin has been made by P. Bunn ef al. 
(Journal of the American Medical Association, 
December 30, 1950, 144, 1540). First, 40 normal 
or convalescent patients were given 200,000 to 
500,000 units of penicillin by mouth after over- 
night fasting; in approximately 50 per cent. of 
those receiving 500,000 units, blood concentra- 
tions of above 0.03 unit of penicillin per c.cm. 
of serum were obtained at the end of eight hours. 
Oral administration was then employed in 104 
patients with different infections: of 30 with 
lobar pneumonia there was good response in 26, 
the temperature dropping to 99° F. (37.2° C.) 
or lower by the end of thirty hours in 24; in 5 
of 7 cases of broncho-pneumonia there was fall 
of temperature to normal within twenty-four 
hours and complete X-ray clearance within three 
weeks; of 18 patients with scarlet fever, 16 made 
a good response without complications. A num- 
ber of cases of streptococcal infection (septic 
sore throat, with and _ without tonsillitis, 
erysipelas, impetigo, cellulitis) were treated with 
success; tonsillitis subsided within forty-eight 
hours; defervescence occurring within twenty- 
four hours. A group of patients with staphylo- 
coccal and miscellaneous infections was also 
treated successfully. Of the total 104 patients 
treated by oral administration of 500,000 units 
of penicillin, twice or thrice daily, there was 
satisfactory therapeutic response in 94 (90 per 
cent.), and in 6 other cases resolution of the in- 
fection, although somewhat slower, occurred. 
Cases in which oral therapy is not advocated 
are: bacterial endocarditis, meningitis, staphylo- 
coccal sepsis, and certain other infections in 
which high serum levels are required. In con- 
clusion it is stated: ‘Oral therapy in the majority 
of cases of infections caused by micro-organisms 
susceptible to penicillin is safe, easy and 
reasonably inexpensive’. 


Oral Vitamin B,. in Pernicious 
Anemia 

SEVEN patients with pernicious anwmia in re- 
lapse were treated with vitamin B,, in daily oral 
dosage of 75 to 300 ug. daily, and the results are 
recorded by LL. M. Meyer et al. (American 
Journal of the Medical Sciences, December 1950, 
220, 604). The preparation used was ‘rubramin’ 
(Squibb) which does not contain the intrinsic 
factor. Clinical remission of symptoms was ob- 
tained in 5 cases, and in 3, normal hematological 
values resulted. In one case rapid increase in 


hemoglobin and red cells occurred after six 
weeks’ administration of 100 ug. daily; this was 
accompanied by gradual decrease in symptoms 
and improvement in the general condition. 
After increase of dosage to 150g. daily the 
hemoglobin values reached normal. In another 
case, a woman of seventy-seven, neurological 
examination before beginning treatment showed 
evidence of peripheral neuritis. Treatment was 
started with 75 ug. daily for twelve days; there 
was no resultant reticulocytosis. The dosage 
was then increased to 100 ug. daily, and this was 
followed by a reticulocyte response which 
reached a peak of 25.3 per cent. on the eighth 
day. There was clinical improvement and the 
signs of peripheral neuritis disappeared. The 
hemoglobin and red cells continued to increase 
and reached 12 g. and 3.9 million respectively 
after three months. Detailed particulars of the 
seven cases treated are given. Two patients 
failed to respond to oral doses of 150 and 200 ug. 
daily, but subsequently reacted well to par- 
enteral administration. 


Local Application of Penicillin- 
Cibazol Powder in Infected 
Wounds 


THE use of a mixture of penicillin and sulphon- 
amide in powder form in the treatment of in- 
fected wounds is recorded by A. Vannod 
(Schweizerische Medizinische Wochenschrift, 
January 13, 1951, 81, 33). The powder used was 
‘penicillin-cibazol powder’ (Ciba-PCP), which 
is presented in ampoules containing 2,500 units 
of calcium penicillin with 0.5 g. ‘cibazol’ (sul- 
phathiazole). The report concerns the use of 
this mixture for a year in the local treatment of 
a number of different types of infected wounds 
The procedure adopted was: The skin sur- 
rounding the wound was cleansed with iodine or 
desogen, avoiding any getting into the wound; 
under local anzsthesia the wound edges were 
excised and dead tissue removed, but no ex- 
tensive classical excision carried out; tissue was 
excised for bacteriological examination ; hemor- 
rhage arrested; the powder dusted over the 
wound, and the wound closed. About one am- 
poule per wound was employed, unless the 
wound was large, when two ampoules were used. 
In extensive wounds, such as excision of large 
joints, internal chemotherapy was employed in 
addition: 240,000 units of penicillin daily for 
seven days, and ‘elkosin’ up to 40 g. for 8 days. 
No drainage was employed, except in cases with 
extensive discharge, when a rubber drain was 
inserted for one day. In joint injuries, the joint 
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was filled with the powder and the capsule then 
closed. The cases treated included: gunshot 
wounds, fractures, head injuries, joint injuries, 
appendicitis, infected operation wounds, fistule, 
limb injuries, amputation of fingers, and others. 
Of 76 cases treated, 74 healed cleanly, without 
any unfavourable action of the powder on the 
wound, and without inflammation or necrosis. 


Seasickness Remedies 

A COMPARISON of the prophylactic value of 
various seasickness remedies was made by H. I. 
Chinn and his colleagues (Archives of Internal 
Medicine, December 1950, 86, 810) on two 
trans-Atlantic crossings by «a U.S. Army 
Transport in January-February 1950. On the 
outward crossing 608 of the troops completed 
the test, compared with 342 on the return 
journey. On the outward crossing the men were 
divided into seven groups, and the groups re- 
ceived, respectively: (1) placebo; (2) scopol- 
amine hydrobromide, 0.75 mg.; (3) dramamine, 
100 mg.; (4) benadryl, 50 mg.; (5) artane, 2.5 
mg.; (6) neo-antergan, 50 mg.; (7) thephorin, 
25 mg. These were all given as capsules: the 
first three hours before sailing, three the follow- 
ing day after meals, and the fifth, and final, the 
subsequent morning. On the return trip the 
men were divided into five groups treated as 
follows: (1) placebo; (2) dramamine, 100 mg.; 
(3) scopolamine hydrobromide, 0.75 mg.; (4) 
artane, 5 mg.;.(5) perazil, 50 mg. This time all 
capsules were given for sixty hours instead of 
thirty-six hours; the placebo, dramamine and 
artane thrice daily, and the other two twice 
daily. The dosage of scopolamine was reduced 
because of the number of reactions obtained 
with thrice daily administration and because of 
its prolonged action. Scopolamine, benadryl, 
dramamine, artane and perazil were all ‘notably 
effective’ in decreasing the incidence of seasick- 
ness. Thephorin and neo-antergan were in- 
effective. Side-effects were most frequent among 
those receiving 2.25 mg. of scopolamine hydro- 
bromide or 15 mg. of artane daily ; blurred vision 
and dryness of the mouth were the most fre- 
quent complaints. It is concluded that the anti- 
histaminic action of the drug is not related to 
its value in the prophylaxis of motion sickness; 
this property is more likely to be associated with 
the anticholinergic action of the drug. 


PAS Dosage and its Effects on 


Streptomycin Blood Levels 

GIVEN in fluid form PAS is rapidly absorbed 
and rapidly excreted, e.g., 5 g. given four-hourly 
produces blood levels of 10 to 15 mg. per cent. 
with intervening minima around the 4 mg. 
level. With 7 g. doses, given thrice daily with 
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meals, the average blood level is raised, as the 
second dose exerts its effect before that of the 
first dose has waned. With this latter form of 
dosage there is less tendency to nausea and a 
slower rate of absorption. With oral administra- 
tion of PAS the blood levels are less than half 
those obtained with corresponding intake of 
fluid PAS, but the effects of oral PAS are 
cumulative so that excellent fasting levels are 
obtained. Administration by tablets, write J. M. 
Battersby, D. B. Cruickshank, C. Hesling and 
E. H. Hudson (Tubercle, December 1950, 31, 
282) ‘would therefore appear to offer unusual 
advantages in maintaining good blood levels 
during day and night’. The only drawback is the 
delayed build-up, which can be remedied by a 
single dose of fluid PAS first thing in the 
morning, which ensures a rapid elevation of 
blood levels, which remain relatively constant 
thereafter until the early hours of the morning. 
The authors have investigated the influence of 


PAS intake on the streptomycin blood levels. 

Two patients were given streptomycin for a week in 
dosage of 1 g. daily at 9 a.m. The blood levels were deter- 
mined one, three and six hours after the 1g. dose of 
streptomycin, on two successive days; they were then put 
on PAS. 7 «. thrice daily, and after a further week the 
streptomycin levels were again determined: there was a 
sharp elevation of the streptomycin blood level curve to 
about 1.85 times the former a Next a patient who had 
been on streptomycin and PAS for some time was taken 
off PAS for one week—there was a sharp drop in the 
streptomycin levels, which fell from 72 to 39. Three 
further patients who had been on daily streptomycin and 
PAS for four weeks were then taken off PAS for a week or 
ten days and the streptomycin blood levels determined: 
the drop in streptomycin blood levels when PAS was 
stopped averaged 15 per cent. 

In conclusion it is stated: “The general out- 
come of these experiments seems fairly definite: 
the co-administration of PAS does influence the 


streptomycin blood levels’. 


Subcutaneous Heparin 


Accorpinc to G. de Takats (Circulation, 
December 1950, 2, 837), ‘an emulsion of 
heparin in gelatin, given with a daily control of 
capillary coagulation times, is a simple efficient 
anticoagulant therapy’. The preparation used 
consisted of :— 

200 mg. (20,000 units) 

I mg. 


1O mg. 
180 mg. 


Heparin sodium . wT TTY 
Epimephrine hydrochloride 
Ephedrine hydrochloride 
Gelatin 


:10,000. 


Whilst it is pointed out that ‘the great 
variability of response to heparin makes set 
schedules of dosage impossible’, the following 
tentative schedule is laid down: For acute 
thrombotic episodes a priming dose of intra- 
venous heparin (30 to 50 mg.) is followed by the 
deep subcutaneous injection of heparin in 
gelatin. The initial priming dose will raise the 
capillary coagulation to 8 to 12 minutes which, 








in the author’s experience extending over 
twelve years, has been found to be effective. 
There is no advantage in raising it to 20 to 30 
minutes which, apart from anything else, is 
uneconomical, as so much of the heparin is then 
lost through the kidneys. A capillary coagulation 
time of 8 to 12 minutes can be maintained by an 
average daily dose of 2 mg. of the heparin- 
gelatin emulsion per pound of body weight. 
This dose must be maintained for fourteen days 
in surgical patients and for four weeks in cases 
of coronary thrombosis. When given prophy- 
lactically, 1 mg. of heparin in gelatin per pound 
of body weight is a good average dose. In the 
presence of an open lesion or a recent surgical 
incision this dose must never be exceeded, and 
it may be wiser to give it on alternate days 
only. Adequate control is maintained if the 
capillary coagulation time is determined daily 
before the heparin is administered. It is con- 
sidered that this heparin-gelatin emulsion is a 
‘definite improvement’ over the Pitkin men- 
struum, but even so it produced pain in 15 per 
cent. of cases in which it was used. 


Anticoagulants as Rat Poisons 

Accorp1nc to R. Pollitser (Bulletin of the World 
Health Organization, 1950, 3, 343), ‘there can 
be no doubt’ that the use of anticoagulants ‘will 
prove a valuable addition to the methods of 
rodent control available. Whatever the dosages 
finally decided upon, it is certain that the anti- 
coagulants will prove far less dangerous than the 
usual rat poisons recommended at present, with 
the exception of red squill, which has the dis- 
advantage ot being rather irritating to the skin’. 
This use of dicoumarol is based upon the fact 
that given in frequent small doses it causes 
spontaneous, and finally fatal, tissue hemor- 
rhages. The amount required to produce this 
effect varies in different species. For instance, 
white rats survive only two weeks when 2 mg. of 
dicoumarol is added to their diet daily, whereas 
dogs weighing 8 to 10 kg. can take 50 mg. daily 
with impunity, and in man an initial dose of 
200 to 300 mg. followed by 50 to 100 mg. daily 
does not cause spontaneous hemorrhage. An 
equally toxic effect has been demonstrated in 
Rattus norvegicus. A similar compound, 3-(a- 
acetonylbenzyl)-4-hydroxycoumarin, known as 
‘warfarin’, has also been used as a rodenticide. 
Using 1 mg. per gramme of bait material, large 
numbers of killed rats were recovered after the 
fourth and fifth days, and total kills ranged from 
69 to 100 per cent., with a weighted average of 
84.5 per cent. It has been suggested that even 
lower dosage may be effective, e.g., 0.05 mg. per 
gramme of bait. One of the advantages of both 
these preparations is that pre-baiting with un- 
poisoned material is not necessary. It is pointed 
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out that there is not yet evidence that these 
anticoagulants act quickly enough to be of value 
in emergencies such as plague control. 


Ether in the Treatment of Herpetic 


Keratitis 

B. KRONENBERG (New York State Journal of 
Medicine, December 1, 1950, 50, 2825), who 
has treated a series of cases of herpetic keratitis, 
writes: ‘I should like to emphasize again the 
advantages of the treatment with ether as com- 
pared to that with some of the stronger cauteriz- 
ing agents such as iodine’. The method of ap- 
plication employed is as follows:—The patient’s 
eye is anesthetized with 1 per cent. pontocaine, 
and the lesion outlined with fluorescein. A small 
cotton applicator is dipped into fresh ether, the 
excess shaken off, and the lesion is rubbed with 
the still wet applicator, removing the corneal 
epithelium of the lesion and a small amount of 
the surrounding epithelium. (It is stressed that 
the ether must be rubbed in—mere application 
is not sufficient.) If one application is not 
sufficient owing to evaporation of the ether the 
process is repeated with a fresh applicator, and 
the rest of the lesion treated in a similar manner. 
Metaphen ointment is then instilled and the 
eye bandaged. The eye is examined after 
twenty-four hours, the cornea again being 
stained with fluorescein, any small remnants of 
the lesion are touched up, metaphen ointment is 
instilled, and the eye covered for another 
twenty-four hours, after which the eye is again 
examined as above. Total occlusion of the eye is 
necessary for at least seventy-two hours to give 
the newly-formed epithelium opportunity to 
heal. It is stated that the treatment is completely 
painless. Of the 20 cases recorded, cure was 
obtained in most with two applications of ether; 
only a few required a third application, and none 
more than three. When treated early none of the 
cases became chronic. 


Pyridoxine and Postanesthetic 
Vomiting 
As a result of his experience with thirty patients 


undergoing abdominal surgery, F. W. Hill 
(Anaesthesia, January 1951, 6, 52) has been un- 
able to confirm that pyridoxine diminishes the 
incidence of postanewsthetic vomiting and 
nausea. The pyridoxine was given intravenously 
in a dose of 100 mg., one hour before and one 
hour after operation. Of the thirty patients, 
sixteen vomited postoperatively and two com- 
plained of nausea. It is pointed out that ‘it is 
perhaps not surprising that pyridoxine seems 
ineffective against vomiting after abdominal 
surgery, since many causative factors are in- 
volved’. 
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Dieseases of the Heart and Circulation. By 
PauL Woop, 0.8.£., M.D., F.R.C.P. Lon- 
don: The Practitioner Textbooks; Eyre 
& Spottiswoode (Publishers) Ltd., 1950. 
Pp. xxx and 589. Figures 314. Price 7os. 

Tuis book gives a clear, well-balanced and up 
to date account of cardiology from both the 
academic and clinical aspects. One of its most 
attractive features is its strongly personal 
flavour—the author holds very definite views, 
and is not afraid to express them. With some of 
his views other cardiologists may not agree but, 
nevertheless, they provide a wholesome stimulus 
to reconsider the validity of certain practices 
which have become firmly established, and 
thereby to encourage a critical and healthy 
attitude of mind. For example, the advice that 
patients with acute rheumatic carditis (p. 275) 
or with coronary occlusion (p. 406) should not, 
as a rule, be nursed lying flat, because this 
position increases the venous filling pressure and 
the cardiac output, is somewhat revolutionary, 
and has to be weighed against the clinical 
evidence in favour of the recumbent posture. 
Again, on page 437, Dr. Wood expresses the 
opinion that venesection has no place in the 
treatment of hypertension, except in plethoric 
individuals with polycythemia, in view of the 
fact that the blood pressure returns to its pre- 
vious level and the blood volume is made up in 
a few hours. Nevertheless, many clinicians are 
convinced that they have seen considerable 
symptomatic relief from this procedure, which 
for some reason, at present unexplained, has 
benefited the patient for weeks or even months, 
and has in fact led him to ask for it to be re- 
peated. 

A fair balance is maintained between theory 
and practice in spite of the fact that the author 
has clearly been greatly influenced by his close 
association with McMichael’s team, in the im- 
portant investigations which they have carried 
out at the British Postgraduate School. Con- 
clusions drawn from his own work and from 
that of his colleagues on cardiac catheterization, 
the estimation of venous pressure, and cardiac 
output are constantly applied to clinical prob- 
lems. It must be recognized that some of these 
conclusions are hypothetical and may have to 
be modified as new facts come to light. They 
do, however, give a clear picture of the present 
position, from this important aspect. Many apt 
illustrations of cardiac catheterization are in- 
cluded in the chapter on ‘congenital heart 
disease’. With the exception of pericarditis, the 
author has abandoned the anatomical approach 
to the subject and, instead of devoting separate 


sections to diseases of the valves and to those of 
the myocardium, he has followed the more 
rational scheme of dealing first with general 
topics, such as heart failure and electrocardio- 
graphy, and then with the various etiological 
types of heart disease. The book is attractively 
produced and the electrocardiograms and 
diagrams are excellent. Unfortunately the paper 
used does not appear to have been suitable for 
the reproduction of X-ray photographs, which 
are far from satisfactory. It should be possible 
to remedy this in future editions. 

As regards individual chapters, that on 
electrocardiography calls for special mention. 
Dr. Wood’s expert knowledge has enabled him 
to give a lucid and comprehensive account of 
this highly technical subject in commendably 
small compass, and the records reproduced are 
of a very high standard. The short chapter deal- 
ing with cardiovascular disturbances associated 
with psychiatric states gives a vivid clinical 
picture of these conditions and a helpful ac- 
count of their treatment. Dr. Wood regards the 
terms ‘soldier’s heart’, ‘effort syndrome’ and 
‘cardiac neurosis’ as practically synonymous. In 
this he differs from Lewis who when he coined 
the term ‘effort syndrome’ stated quite clearly 
that it was not equivalent to ‘the irritable heart 
of soldiers’ but was intended to include also 
other conditions exhibiting an exaggerated 
physiological response to effort, for which no 
organic cause could be found. The chapter on 
‘thyrotoxic heart disease’ is unnecessarily long 
and deals with many aspects of thyrotoxicosis 
which are only remotely related to cardiology. 

Cardiology has become such a complicated 
specialty that the undergraduate can no longer 
be expected to master more than the elements 
of the subject, whilst the general practitioner, in 
so far as special methods of examination are con- 
cerned, will only want to know the kind of in- 
formation these methods are capable of yielding, 
and the type of case in which they are likely to 
be helpful. Even the general physician must at 
times seek the help of an expert. Thus it is 
clearly impossible to meet the requirements of 
all potential readers. Although in his intro- 
ductory note Dr. Wood states that this book is 
intended primarily for graduates interested in 
clinical cardiology, and not for the advanced 
academic cardiologist nor for the research 
worker, it will undoubtedly appeal to the clinical 
scientist; whilst for students and general prac- 
titioners it will be a useful book of reference. 
The author is to be congratulated on having 
made a notable contribution to the literature of 


the subject 
CRIGHTON BRAMWELL. 
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Heart Disease in Pregnancy. By A. MORGAN 
JONES, M.B., M.Sc., F.R.C.P. London: 
Harvey and Blythe Ltd., 1951. Pp. x and 
57- Illustrated. Price 6s. 


Tue work of the Manchester School in the field 
of heart disease complicating pregnancy is well 
known, and formed the basis some years ago 
of a monograph by Crighton Bramwell and 
Longson. In the present monograph Dr. 
Morgan Jones has reviewed the experience of 
this clinic since the last report in 1938. As an 
introduction the physiological reasons for the 
increased cardiac burden during normal preg- 
nancy are reviewed in the light of modern re- 
search on cardiac output and blood volume. The 
clinical implications of these findings are ex- 
plained, and particular attention is drawn to the 
fact that the maximum load on the heart, alike in 
normal pregnancy and in cardiac patients, falls 
at the 32nd week; thereafter to full term, and 
after parturition, the blood volume and cardiac 
output tend to fall, and the incidence of onset 
of cardiac failure diminishes pari passu. The 
problem of assessing the risk of pregnancy in 
various types of cardiac disease, and the manage- 
ment of the different types of case, are fully and 
clearly discussed. The grave danger attending 
interference with pregnancy in all but its 
earliest stages, and in any patient in cardiac 
failure, are wisely stressed. The author’s con- 
clusion that Ca#sarean section before term is 
more dangerous than normal labour at term is 
in accordance with general present-day teaching 
in this respect. Emphasis is laid on the increased 
household burdens of the parous woman follow- 
ing confinement; too often the cardiac patient 
who has weathered her confinement is allowed 
to go home with her child to face insupportable 
commitments without adequate supervision or 
help. An interesting series of figures relates to 
the remarkable tolerance of repeated preg- 
nancies shown by a considerable number of 
patients with heart disease. This concise and 
clearly written book admirably expresses modern 
views on the management of the cardiac patient 
in pregnancy. It is recommended as worthy of 
study by all whose work involves the manage- 
ment of such patients—general practitioners and 
specialists alike. 


Thoracic Surgery. By RicHarp H. Sweet, 
M.D. Philadelphia and London: W. B. 
Saunders Company, 1950. Pp. xx and 
345. Figures 155. Price 50s. 

THE subject matter of this book has been 

chosen to include every aspect of the specialty 

and ‘It is arranged upon a regional anatomic 
basis, starting with a chapter on the surgical 
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anatomy of the thorax and proceeding .. . 
through the surgery of the chest wall, the 
pleural cavity, the lungs, and the mediastinum 
including the heart and the great vessels, the 
thoracic duct, and the a@sophagus. A separate 
chapter is devoted to the subject of abdominal 
operations performed through thoracic in- 
cisions. The final chapter deals with the surgery 
of the diaphragm’. The book is well written, 
easy to read and beautifully printed and bound. 
Very few good books on the subject of thoracic 
surgery have been published during the last 
twenty years, and many hoped that this work by 
Dr. Sweet, who is such an eminent exponent, 
would bring the matter up to date in an authorita- 
tive and masterly style. But Dr. Sweet has 
elected to confine his remarks to the details of 
technique, and he states that his hope is that 
‘any properly qualified surgeon can acquire with 
relative ease a satisfactory proficiency in thoracic 
surgery’. The book has been written to help 
those who feel disposed to carry out occasional 
operations in the chest, and the implication is 
that the surgeon will be prepared to accept the 
instructions of a physician. Whilst not under- 
rating the contribution Dr. Sweet has made, the 
present reviewer feels that this book will not be 
of interest to thoracic surgeons, or to students, 
but may be useful to postgraduates, embarking 
upon the study of thoracic surgery, and to some 
general surgeons. The illustrations are largely 
from the hand of Jorge R. Arroyo, and are now 
published for the first time. 


Amputation Prosthetic Service. By EARLt 
H. Danrev. Baltimore: The Williams 
and Wilkins Company; London: Bail- 
liére, Tindall & Cox, 1950. Pp. xix 
and 327. Figures 151. Price 54s. 

Most of the author’s life has been spent in 

assisting the amputee. He is not a doctor, nor 

limb-fitting surgeon, and is entitled Director of 

Prosthetic Service. His book describes in detail 

all aspects of limb fitting, training of the am- 

putee, and the work in the limb factory. Each 
chapter reveals the author’s extensive experi- 
ence. The limb-fitting surgeon will find the 
routine methods employed in the States. 
Those concerned with training of the amputee 
will see that this is similar to the British 
method and take note of the equipment re- 
quired. The amputee is provided with much 
advice, including variation from the normal 
clothing. The description of the component 
parts of protheses are of interest to limb makers 
and those concerned in research work. The 
most interesting chapter is on ‘Suction Sockets’, 
reproduced from a monograph prepared under 
the auspices of the Committee on Artificial 
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Limbs of the National Research Council 
(U.S.A.). This type of limb is in use in the 
States, Germany, and in this country, and must 
be considered still in the experimental stage. 
This chapter indicates the possibility of the 
prosthesis. Readers will enjoy references to the 
skill of the particular amputees, such as Bert 
Shepard and Bobby Jones. The many excellent 
illustrations include the perfect stump, the lay- 
out of a limb shop, and General Norman Kirk. 
This must be regarded as a most useful up-to- 
date book, of help to surgeons, physiotherapists 
and amputees. The indications for amputation 
and operative treatment are excluded. 


Atoms and Atomic Energy. By R. W. 
HALLOWS, T.D., M.A., M.LE.£. London: 
Chapman & Hall Ltd., 1950. Pp. xvii 
and 196. Figures 35 (8 plates). Price 
10s. 6d. 


Tue subtitle of this little book, ‘A simple ex- 
planation’ is justified. The author excludes 
mathematics and, as he has a happy knack with 
analogy and metaphor, really does simplify this 
very difficult subject. By tracing the history of 
discovery, both in chemistry and physics, and 
by recording the modifications of theory step 
by step with the emergence of new facts, he 
makes as plain as may be the complexities that 
surround modern ideas of the atom and the re- 
lations of mass and energy. The text is as free 
from errors as simplification of matters far from 
simple permits. It is not only those who have no 
previous acquaintance with the subject who will 
benefit by reading these pages; others already 
familiar with the language, the facts and figures, 
of atomic matters will find their ideas clarified 
by studying them. 


The Medical Works of Hippocrates. 'TRANS- 
LATED BY JOHN CHADWICK, M.A., and 
W. N. MANN, M.D., F.R.C.P. Oxford: 
Blackwell Scientific Publications, Ltd., 
1950. Pp. vii and 301. Frontispiece. 
Price 20s. 


It is a great pleasure to have this new trans- 
lation from the original Greek of the medical 
works of Hippocrates, beautifully printed and 
produced, some of it (especially the collection of 
aphorisms called ‘Coan Prognosis’) in English 
for the first time. One of the authors is a con- 
sulting physician, the other a distinguished 
classical scholar (though, indeed, it is obvious 
that the physician is a classical scholar too), and 
their collaboration began, appropriately enough, 
in 1941 at Alexandria, itself the scene of much 
Hippocratic study. The authenticity of every 
one of the ‘works’ of Hippocrates has been 
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challenged at one time or another, and some 
have looked upon them as only the remains of a 
medical library, but the authors insist that 
Hippocrates is an historical figure, and, sifting 
his writings by the test of medical accuracy and 
worth, they conclude that much of them is the 
work of a great physician. Some of the aphorisms 
have indeed become part of the English heritage 
and are not commonly recognized as being from 
Hippocrates. The case-notes are as clear and 
vivid as ever after more than 2000 years, much 
of the advice is wise, and the book provides a 
store of delights with which the mind of every 
medical reader will be the richer for being 
familiar. The index is quite unusually full and 
good, and has added to it a short index of 
diseases and conditions to which it is likely that 
passages in the text refer. 


Thirty Years with G.B.S. By BLANcHPR 
Patcu. London: Victor Gollancz Ltd., 
1951. Pp. 256. Illustrated. Price 12s. 6d. 

Miss BLaNcHe, who was Shaw’s private 

secretary for the last thirty years of his life, has 

sketched a picture of the man who had lurked 
behind the facade which was demonstrated with 
such exquisite showmanship to his public, ad- 
miring and otherwise, for nigh on fifty years. 

Almost the subtitle might have been Treves’ 

‘the idol with the hands of clay’, except that 

Shaw the man had really no excess of human 

foibles. Considering the adulation which was so 

lavishly bestowed upon him, he remained re- 
markably human. Miss Patch has performed her 
task ably and tactfully. To suggest that this is 

a complete portrait is obviously nonsensical, but 

it is an important aspect of Shaw and one which 

will prove most valuable to future biographers. 

The references to Shaw’s dealings with the 
medical profession throw an interesting light 
upon his attitude to the profession which he so 
loved to pillory. Thus it is interesting to learn 
that he was not ‘really prejudiced against 
doctors: he listened equably to what they had to 
say and then he used his own judgment’. On the 
other hand, ‘Shaw was so drawn to any treat- 
ment which challenged existing practice that | 
believe he would have joyfully consulted a witch 
doctor had there been one in the neighbour- 
hood’. Hence the treatment of his boils with the 
notorious ‘Abram’s box’ and the sending of his 
secretary to a naturopath for a painful toe which 
in the end was cured by an operation at St. 

Thomas’s Hospital! The jester and iconoclast in 

Shaw, however, were always kept well under 

control when his own comfort, wealth or health 

was concerned, and when he finally developed 
pernicious anemia he did not require much 
persuasion to accept first of all liver injections 
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and then hog’s stomach extract, and he ordered 
his fellow vegetarians who bemoaned this fall 
from grace to ‘stop lying and bragging about 
vegetarianism and stick to the facts’! 


Parenthood. By C. MAIR OWEN, S8.R.N. 
London: William Heinemann (Medical 
Books) Ltd., 1950. Pp. 192. Price 7s. 6d. 

Tue authoress is recording the lessons born of 

experience as a health visitor in a busy part of 

London, and having found no existing book 

entirely suitable to recommend to the mothers, 

has written one to fill the need. The period 
from early pregnancy until the child has reached 

the age of five years is covered, including a 

wide range of subjects, from the maternal 

anatomy and physiology, to character training. 

Diet and recipes are given and useful informa- 

tion on important practical details, such as 

maternity benefit and where to hire baby scales. 

The work is comprehensive and up to date, but 

of manageable size and simplicity, and should 

therefore prove useful as a basis for mothers 
anxious for instruction. 


Untersuchungstechnik des Chirurgen. By 
PauL Rostock. Stuttgart: Georg Thieme 
Verlag, 1950. Pp. viii and 330. Figures 
148. Price DM. 24. 


INTENDED for the surgeon in hospital or private 
practice and for the medical student, this manual 
describes the technique of various diagnostic 
procedures, arranged by systems and organs. 
The book is remarkable for its simple, helpful 
diagrams, which really illustrate the text, and 
for its comprehensiveness. Many surgeons in 
this country would be surprised at the inclusion 
of such items as pH and blood-alcohol deter- 
minations. The author is Professor of Surgery at 
Bayreuth. 


English-German Medical Dictionary. By 
F. S. SCHOENEWALD, M.D. London: 
H. K. Lewis & Co. Ltd., 1951. Pp. viii 
and 242. Price 35s. 

Tuis volume is complementary to the German- 
English Medical Dictionary by the same author 
which was published in 1949. Not only are many 
useful technical terms included, but the author 
has realized the translator's difficulty, however 
good his knowledge of a language may be, of 
finding the exact equivalent of a word and its 
correct phraseological usage. This he has over- 
come by giving illustrative phrases showing the 
varying shades of meaning of a word or ex- 
pression. The work, with its companion volume, 
is a valuable aid to the medical translator. 


THE PRACTITIONER 


NEW EDITIONS 


THE second edition of The British Encyclopedia 
of Medical Practice (Butterworth & Co. (Pub- 
lishers) Ltd., 60s.) maintains its steady alpha- 
betical progress. Volume IV, which is now avail- 
able, reaches from ‘cornea’ to ‘ear diseases’. 
Eclectic as ever, it covers conditions both 
common and rare. The two most scholarly 
sections are those on ‘cysticercosis’ by Sir 
William MacArthur, and ‘De Morgan’s spots’ 
by Professor Grey Turner. It is somewhat 
surprising to find no reference to BAL in the 
treatment of exfoliative dermatitis due to 
arsenical, or gold, intoxication. The practical 
aspects are rightly stressed throughout most 
sections, although the section on ‘diaphragm 
diseases’ is rather pedantic in its outlook. In the 
otherwise excellent section on ‘drowning— 
resuscitation’ Dr. Eves is surely unnecessarily 
stringent in his evaluation of the standard 
methods which have stood the test of time. 

In the Foreword to Cleft Palate and Speech, by 
Muriel E. Morley, B.sc., F.C.S.T., in its second 
edition (E. & S. Livingstone Ltd., 12s. 6d.), 
Professor Pomfret Kilner stresses the im- 
portance of close cooperation between surgeon, 
speech therapist and orthodontist to ensure the 
best results in cases of cleft palate and hare 
lip. In the author’s preface mention is made of 
the new operation designed by Mr. W. Hynes 
to assist in closure of the nasopharyngeal isth- 
mus during speech, and also to the recent work 
of Fogh-Anderson of Denmark on the ‘in- 
heritance of hare lip and cleft palate’. A new 
grouping has been adopted in the new edition: 
the varying types of clefts are classified as 
Groups I, II and III, and the speech conditions 
as Groups A, B and C. Surgical procedures and 
the different forms of speech therapy adopted to 
eradicate defects and to produce normal speech 
are discussed and illustrated. The final chapter 
is devoted to a series of illustrative cases. 
Illustrations of Bandaging and First Aid, by Lois 
Oakes, S.R.N., D.N., in its fourth edition (E. & 
S. Livingstone Ltd., 8s. 6d.) contains a chapter 
dealing with ‘elastoplast’ and its methods of 
application. This has been substituted for the 
chapter on war wounds, which the author states 
as ‘having now become obsolete’. Unhappily, 
this is no longer entirely true, and with the 
present emphasis on civil defence the new 
edition of this splendidly illustrated book on 
bandaging should have a wide appeal. It contains 
in all 370 photographs with explanatory cap- 
tions. 

The contents of the April issue, which will contain 
a symposium on ‘Chemotherapy’, will be found on page 
ixviii at the end of the advertisement section. 


Notes and Preparations, see page 305 
Fifty Years Ago, see page 100 
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An increasingly 
important factor in 
the treatment of 


° alt PEPTIC ULCERS 
) SKIN DISORDERS 
FATIGUE AND ASTHENIC STATES 


BLOOD DYSCRASIAS 

ACUTE INFECTIONS j 

WOUNDS AND FRACTURES / 
GUM INFECTIONS , A 


&; F 
Shy ogee ge 


In all these maladies valuable results from the use of 
natural vitamin C, in the form of Ribena, are con- 
stantly being reported—even in obstinate cases. Ribena 
is the pure undiluted juice of fresh ripe blackcurrants 
with cane sugar. It is delicious to take and, being freed 
from all cellular structure of the fruit, will not upset 
the most delicate stomach. It is exceptionally rich in 
natural vitamin C (not less than 20mgm. per fluid 
ounce) and associated factors. 


Ask your secretary to write for more detailed 
information now 


Ribena 


(RIBES NIGRA) 


BLACKCURRANT SYRUP 
Rich in natural Vitamin C 


*K 


H. W. CARTER & CO. LTD. (Depe. 5.1), 
THE ROYAL FOREST FACTORY, COLEFORD, GLOUCESTER 
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When a man’s drive 
declines 





MAXIMUM SUB-LINGUAL ABSORPTION FROM 
SMALL SPECIALLY PREPARED TABLETS 





The onset of mental or physical fatigue or 
“frayed nerves” in men past middle age is often 
evidence of declining gonadal function. 

This deficiency can be met and full health 
restored by the economical and convenient 
NEO - HOMBREOL ‘M7’ tablets which are 
specially suitable for sub-lingual administration. 
Other Testosterone preparations are available for 
administration orally or by implantation, injection, 
inunction or per-rectal insertion. 

The Organon booklet, “ The Androgens,” 


a comprehensive review of accepted 
practice, ts available on request. 





NEO-HOMBREOL ‘M’ 
(Methyltestosterone B.P. in lactose) 


in bottles of 20 or 100 § mg., 10 mg., and 25 mg. tablets. 





Freely prescribable under the N.H.S. 


fe) RGANON 


eeessAN LARORATORIES LTD., BRETTENHAM HOUSE. LONDON, W.C.32 
Temple Bar 6785/6/7, 0251/2. Menformon, Rand, Londo 





NOTES AND PREPARATIONS 


NEW PREPARATIONS 
BENECARDIN (Benger) is a highly purified and 
standardized preparation of crystalline khellin, 
the glycosidal constituent of Ammi visnaga, an 
antispasmodic and vasodilator. Its use is in- 
dicated in the angina pectoris, 
coronary occlusion and thrombosis, bronchial 


treatment of 


asthma, and chronic cor pulmonale. It is claimed 
that oral administration of 
cardin’ there is rapid absorption of the drug 
from the intestines, absorption 
being complete in about 30 minutes, and that 
with intramuscular administration there is rapid 
rise in the blood level concentration followed by 
gradual fall. Benecardin is issued in tablets of 
25 mg., in bottles of 20 and 100. (Benger 
| .aboratories Ltd., Holmes Chapel, Cheshire.) 


following ‘bene- 


stomach and 


Diatrin hydrochloride (Warner) (N,N-di- 
methyl-N’-phenyl-N’-(2-thienylmethyl) ethyl- 
monohydrochloride) is a new 


stated to be of low 


enediamine 

antihistaminic 
toxicity and to produce few side-effects. Its use 
fever, allergic 


which is 
is indicated in urticaria, hay 
vasomotor rhinitis, atopic eczema and derma- 
titis, contact dermatitis and neurodermatitis, 
drug rashes, pruritus, erythema multiforme, and 
vernal conjunctivitis. Issued in sugar-coated 
tablets of 50 mg., for oral administration, in 
bottles of 20 and 250. (William R. Warner & 


Co. Ltd., Power Road, London, W.4.) 


Hypro-BiLein is a mixture of dehydrocholic 
acid and dried fresh ox bile, each tablet con- 
taining 2 grains of dried purified ox bile, and 2 
grains of dehydrocholic acid. Its use is indicated 
for the improvement of digestion and absorption 
of fat and fat-soluble vitamins when bile salts 
are absent from the intestinal tract, to promote 
flushing of the biliary tract after cholecystec- 
tomy, and as an aid to X-ray visualization. 
Issued in bottles of roo tablets. (Abbott 
Laboratories Ltd., 3 Wadsworth Road, Perivale, 
Middlesex.) 


LIXAFANS is a compound carminative dill syrup 
containing cardamons, cinnamon, Caraway, and 
ginger with aromatic solution of ammonia and 
sodium bicarbonate. It has been prepared for use 
in the treatment of flatulence and digestive dis- 
orders of infancy. Issued in bottles of 3 ounces 
(90 ml.). (Forsters [Pharmacevticals] Ltd., Sea- 
ham, Co. Durham.) 


MERCAZOLE (1-methyl-2-mercaptoimidazole), a 
new antithyroid substance, has been shown by 
experimental and clinical trials to be of high 


potency and, in the clinical trials so far carried 
out, not to have produced any toxic side-effects. 
Its use is indicated in the control of hyper- 
thyroidism and thyrotoxicosis to obviate the 
necessity for thyroidectomy. In severe cases ot 
hyperthyroidism, in which operation is necessary, 
therapy pre- 
operatively. Issued in tablets of 2 mg. and 0.5 
mg., tor oral admunuistration, im contaimers of 


‘mercazole’ may be employed 


100. (British Schering Ltd., 229-231 Kensington 


High Street, W.8.) 


NorISODRINE (alpha-lsopropylaminomethylpro- 
tocatechuy! alcohol) sulphate powder 10 and 25 
per cent. is contained in Aerohalor cartridges for 
use with the Aerohalor for inhalation therapy. It 
is claamed to possess a marked bronchodilatory 
effect and relatively low toxicity, and to have 
proved effective in many ‘adrenaline fast’ 
asthma cases. (Abbott Laboratories Ltd., 3 
Wadsworth Road, Perivale, Middlesex.) 

Nu-San SurcicaL Dressinc.—This antiseptic 
and non-adherent 
pregnated with an emulsified base containing 
copper guaiacol sulphonate 1 in 1000, mercury 
succinimide 1 in 2000, and 5-aminoacridine 
hydrochloride 1 in 1000. It is non-greasy and 
dry, and yet does not stick to raw surfaces; also 
bacteriological tests have shown that the dressing 


surgical dressing is im- 


resists contamination. Indications for the use of 
nu-san’ dressings include: wounds, burns, bed 
sores, septic ulcers, skin grafts, and for packing 
fistule after operation. Issued in 


34°) in sealed 


sinuses and 
packings of 4 pieces (3)” by 
packet:, sterilized, in boxes of 25 packets, or in 
boxes of 10 packets of 100 pieces for hospital 
use. (Nu-San Limited, Junior Street, Leicester.) 
arstrogens, 


STROGENE tablets natural 


principally sodium astrone sulphate, prepared 


contain 


each 1 
inter 


from sources, the potency of 


7,200 


equine 
mg. tablet 

national units of astrogenic activity and to o.5 
The 


strogene’ tablets are 


being equivalent to 


advantages claimed for 


they are 


mg. stilbeestrol. 
active orally 
do not produce toxic effects ; a constant estrogen 


level can be obtained by their use. They are 
indicated in the treatment of menopausal symp 
toms, amenorrhea, senile vaginitis, and for the 
suppression of lactation. Issued in bettles of 50 
tablets of 1 mg. (kk hn Wyeth & PErcther Ltd 

Clifton House, Euston Road, London, N.W.1 

cyclamate) i a synthet« 


SUCARYLE (sodium 


prepared 


sweetening agent with no food value 
h 


for the use of diabetics, and those undergoing 
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reducing treatment or on diets in which the 
limitation of carbohydrates is desirable. It is 
stated to have no bitter after-taste, and may be 
used in cooking. Sucaryle is supplied in tablets 
ef 4 g., each tablet being equal in sweetness to 
one teaspoonful of sugar. (Abbott Laboratories 
L.td., Wadsworth Road, Perivale, Middlesex.) 


SyncorryL (deoxycortone acetate—Roussel). 
A reduction in the price of all packs and 
strengths of injections and implants came into 
effect on February 1, 1951. (Roussel Labora- 
tories Ltd., 4 Golden Square, London, W.1.) 


HUNTERIAN SOCIETY’S GOLD MEDAL 
ESSAY COMPETITION 

‘Tne subject for the 1951 essay for the Hun- 
terian Society's Gold Medal is “The Treatment 
of Asthma in General Practice’. The com- 
open to all general practitioners. 
Further details can be obtained from the 
Honorary Secretary, Dr. Clement Francis, 75 
Wimpole Street, London, W.1. 


petition ts 


INTERNATIONAL SOCIETY OF 
SURGERY 

14th Congress of the Société Internation- 

ale de Chirurgie will be held in Paris from 

September 24-29, 1951, under the presidency 

of Prof. René Leriche. (Secretary-General: Dr. 

L. Dejardin, 141 rue Belliard, Brussels.) 


Tut 


ASSOCIATION 
HOME 


WESTERN PROVIDENT 
FOR HOSPITAL AND NURSING 
SERVICES 
Members of this Association, 
age, are given the opportunity ot transferring to 
an improved table of benefits from January 1, 
1951. The new features include a section for 
private consultations and treatment, and im- 
provement in supplementary cash benefits (3 
guineas per week for 8 weeks in any treatment 
year), without any medical exclusions and pay- 
able in addition to maintenance grants in 
connexion with treatments in any hospital 
private or general! bed or nursing home. The top 
figure for major operations is £75, and there is 
no limit to the number of operations for which 
claims may be made. Family cover is provided 
without additional contributions. There 
special scheme for members of the medical pro- 
fession. The age limit for entry is 60. The 
waiting period for benefit is three months. 
(Royal London House, Queen Charlotte Street, 
Bristol, 1.) 


irrespective of 


is a 


PUBLICATIONS 
-Irchives of the Middlesex Hospital.—The first 
number of the Archives (see The Practitioner, 
104), edited by Dr. Douglas 


January 1951, p 
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McAlpine and attractively produced by E. & 
S. Livingstone Ltd., contains six original 
articles on, among others, chronic mastitis, 
arteriography of the abdominal aorta, and toxo- 
plasmosis. The latter is one of the most com- 
prehensive articles on the subject that has vet 
appeared. (Quarterly: £2 2s. per annum.) 


Fifty Years of Medicine is the symposium on 
medical progress during the fifty vears between 
January 1, 1900, and December 31, 1949, which 
was published in the British Medical Journal, 
January 1, 1950. The articles are now published 
in book form, with accompanying illustrations. 
The symposium covers all branches of medicine 

therapeutics, surgery, midwifery, chemistry, 
pathology, psychology, tropical medicine, radi- 
and the volume 
activities of the 
during the fifty 
Tavistock 


ology, public health closes 
with a short review of the 
British Medical Association 
vears. (British Medical Association, 


Square, W.C.1, price 15s.) 


Tuberculosis and the N.H.S.—The British 
Medical Association has issued a report of its 
Tuberculosis and Diseases of the Chest Group 
Committee (Chairman: P. W. Edwards, M.B.E.), 
which merits the closest study, not only by 
tuberculosis workers and chest physicians, but 
by all medical practitioners. The inadequacy of 
the present provision for the diagnosis, treat- 
ment and after-care of tuberculosis in this 
country is described as a national scandal which 
can no longer be viewed with complacency. In 
the present dilemma the report makes recom- 
mendations on the organization of the chest 
service, including staffing of chest clinics and 
sanatoria, and on measures for prevention of 
tuberculosis and the social welfare of tubercu- 
lous patients. The chest clinic, replacing the 
often ill-equipped tuberculosis dispensary, 
should be the centre from which the attack on 
tuberculosis is organized. 


Basic Principles of Clinical Electrocardiography, 
by Hans H. Hecht. This book will, in an 
evening’s reading, clearly explain the inter- 
relationship of bipolar and unipolar electro- 
cardiographic patterns. In addition, there is an 
adequate discussion of the electrical axis of the 
heart and the value of measurement of ven- 
tricular gradient. These matters are fundamental 
to the proper understanding of electrocardio- 
graphy and help to get away from empirical 
‘pattern spotting’. It is questionable whether 
those who are not intimately concerned with 
electrocardiography should read such a book, 
but for those who are so concerned they have 
here an excellent primer. (Charles C Thomas, 
Springfield, Hlinois; Blackwell Scientific Pub- 
lications, Oxford, price 15s. 6d.) 


CONTINUED ON PAGE 308 
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How many @, sicallows a day? 


The sea lion may enjov swallowing 
large quantities of fish, but the T.B. 
patient will welcome any scheme 

to help him with his frequent doses 

of *‘Paramisan’. Cachets are, 

without question, the most acceptable 
method of oral administration. F 
Consider these advantages : 


LESS “SWALLOWS * PER DAY. The * Paramisan’ Cachet 

contains 1.5g. of Sodium para-Aminosalicylate — equivalent 

to nearly five tablets or dragees. This is of great benefit 

with a drug which must be taken in quantity over a long period. 

EASY ADMINISTRATION. The ‘Paramisan’ Cachet, previously 

dipped for a second or two in water, is surprisingly easy 

to swallow with a draught of water. Cachets can be taken in 

quick succession without any difficulty. 

CERTAIN DISINTEGRATION. The ‘ Paramisan’ Cachet disintegrates 
quickly when swallowed There is no danger of it passing through 
unabsorbed —a difliculty which has been encountered following the 
administration of large quantities of coated tablets. 

NO UNPLEASANT TASTE. The * Paramisan* Cachet leaves no unpleas- 
ant taste in the mouth—a great advantage over solutions and over some 
forms of granules. 

ACCURATE DOSAGE. The * Paramisan’ Cachet is simple to supply as an 
accurate dose. avoids waste and is undoubtedly the best way to buy and 
administer P.A.S 


‘PARAMISAN SODIUM’ 


TRADE MARK BRAND 


SODIUM para-AMINOSALICYLATE 


PACKED IN CONTAINERS 
of 100 and 500 CACHETS 


Literature and prices available on application to: Each containing 1.5 g. 
HERTS PHARMACEUTICALS LIMITED 
Welwyn Garden City, England 

G.M.56 
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Freud: Dictionary of Psychoanalysis, edited by 
Nandor Fodor and Frank Gaynor. It is doubt- 
ful if anyone has in his own lifetime been so 
gravely misinterpreted and even misquoted as 
was Sigmund Freud—and mainly by those who 
have been proud to stvle themselves Freudians. 
Eleven years after his death a dis- 
tinguishing what he really said from the host of 
secondary elaborations is much needed, and the 


means of 


authors have done psychiatry a service by 
assembling a series of quotations from Freud’s 
form. This 


help to 


works in an attractive dictionary 
concordance will not only 


among the lay in- 


Freudian 
settle 
tellectuals but will be of 


many an argument 


great value to any 
psychiatrist who, having explored the enormous 
literature of psychoanalysis on any given topic 
wishes to know what Freud himself really had to 
say. It is a work for the specialist, and places a 
powerful weapon in the hands of those who 
would quote Freud for their purpose. (Philo- 


sophical Library, New York, price $3.75.) 
Umwversity of Sydney Post-Graduate Committee 
in Medicine. —The Report of this Committee 
for the year ended December 31, 1949, mentions 
the lectures given by Professors L. 3S. P. 
Davidson and F. A. E. Crew, 
account of the Visual Aids Department, con- 
film 


and gives an 


sisting of two units—photographic and 


lending library. 


Home Service Ambulance Department.—We have 
/ 
received a copy of the Thirtieth Report (illus- 
trated) of the Home Service Ambulance De- 
partment of the Joint Committee of the Order of 
St. John and the British Red Cross 
These ambulance units, comprising 545 in 
I 
England and 61 in Wales, continue to operate 
Borough 


society. 


as agents of the County and County 
Councils. The many duties undertaken by the 
Service include first aid, transportation of in- 
curable or crippled people, and a mobile X-ray 
section. (Joint Council House, 12 Grosvenor 


Crescent, Hyde Park Corner, S.W.1 


British Hospitals Contributory Schemes Associa- 
tion.—We have received a copy of the report of 
the B.H.C.S.A. Conference and Second Annual 
General Meeting held in London on October 13, 
1950, together with a paper by Sir Allen Dales 
After Care’ 
epileptics, and 
Bristol 

post 


on ‘Convalescence and , which deals 


among others with diabetics, 
psychoneurotics. (Royal London House, 
I; price 2s. 6d. and 1s. 6d. respectively 


free.) 

Internationale contre le Rhumatisme Year 

Copies of this Year Book are obtainable 
THE PRACTITIONER 


Ligue 


Book. 
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at 7s. 6d. from the Secretary-Treasurer, the 
London Hospital, E.1. Among 
tributing forewords are Lord Horder, Dr. R. M. 
Stecher, and Dr. P. S. Hench, and a list of 
members of the British Branch of the European 
League against Rheumatism is included. 


those con- 


Bismuth Publications 
Products Ltd. have issued 
titled ‘Bismuth: A Therapeutic 


alphabetical list of therapeutic indications, which 


Mining & Chemical 
booklets en- 
Index’ (an 


two 


includes compounds, methods of application, 
and references to the literature) and ‘Bismuth in 
Allied Infections’ 
request from Manfield 
London, W.C.2.) 


(Available on 
Strand, 


Tonsillitis and 
House, 376 


Shepard Home Lift.—Messrs. Hammond & 
Champness Ltd. have published an illustrated 
leaflet on ‘the only electric lift made especially 
for private residences’, and large enough for an 
The installation is 
simple and the price moderate. (Gnome House, 


Blackhorse Lane, Walthamstow, London, E.17.) 


invalid in a wheel chair. 


A Cleaner Outlook.—Shell Chemicals Ltd. have 
issued a pleasantly informative well- 
illustrated booklet on the use of new detergents 


and 
in factories, laboratories, shops, offices, can- 
teens, hospitals, and schools, with emphasis on 
hygiene, efficiency, speed, and economy. The 
basic material in many of these detergents ts 
teepol’. (105/9 Strand, London, W.C.2.) 


OFFICIAL PUBLICATION 
Cial Defence Manual of Basic Training: Am- 
bulance Section.—Civil Defence Pamphlet No. 1, 
entitled ‘Ambulance Section’, provides basic 
information and training essential to all mem- 
bers of the Ambulance Section of the Civil 
Defence Corps. It is noted that its pagination 
is not continuous, to allow of the insertion of 
date. (London: H.M 


new later 


Stationery Office, price 1s. net.) 


pages at a 


OFFICAL NOTICE 
National Dried Milk for Invalids 
of Food announces that, 
brands of infant milk foods are now in plentiful 
supply, National Dried Milk will after February 
28 be no longer made available to invalids. From 
that date National Dried Milk will be reserved 
for children under the age of two vears, to whom 
it is supplied as an alternative to liquid milk, 
at the reduced price (104d. per tin), or free, 
under the Welfare Children 
over the age of two years and expectant mothers, 


The Ministry 


since proprietary 


Foods Service. 


on presentation of a medical certificate, will be 
at the reduced price or 


given one tin a week, 
free. 


: 50 Years Ago.‘See page 309 
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ularin 


TRADE Mane 


(Heparin-Evans) 


In anticoagulant therapy, the safety and consistent reliability of naturally oc 
curring heparin is now widely appreciated. PULARIN (Heparin-Evans) 
is made available in powder form, in solution for intravenous or intra- 
muscular injection and in the form of heparinised tubes. The outstanding 


advantages of heparin as a therapeutic and prophylactic agent include :- 


t/t is a naturally-occurring substance. 
2 Minimal laboratory control is required during therapy. 


3 The heparin effect may be immediately suspended by 


intravenous injection of protamine sulphate. 
4 The potency is expressed in International Units. 


s Where required, prolonged heparinisation may be obtained 


hy intramuscular injection of concentrated Pularin. 


EVANS 


Further information on request from Medical Information Department, 
Speke, Liverpool 19, or 50 Bartholomew Close, London, E.C.1 


Made in Engiand by 


EVANS MEDICAL SUPPLIES LTD 


LIVERPOOL & LONDON 


Overseas Companies and Branches: AUSTRALIA, BRAZIL, EIRE, INDIA, PAKISTAN, S. AFRICA, S, E. ASIA 
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WMS 


TREATMENT OF 


CARDIOVASCULAR 
DISORDERS 


Vasospasm, Hypertension, Arteriosclerosis 


Trophic Ulcers, Sloughing Wounds 
Raynaud's Disease 


ANGIOAYL 


ROUSSEL 


VASODILATORY HYPOTENSIVE 
PANCREATIC HORMONE 


free of insulin 


PACKINGS 
ANGIOXYL Boxes of 10 ampoules of 2 cc. 
ANGIOXYL FORTE Boxes of 6 ampoules of 2 cc. 
ANGIOXYL SYRUP Bottles of 150 cc. 


Information on Request 


—® Ste 
ROU\SEL 
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ROUSSEL LABORATORIES LTD., 
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THE PRACTITIONER 
fifty Dears Ago 


“The past is a giant foreshortened with his fee 
G. K. Chesterton 


Mart 


Practitioner, fifty 
entirely to a 


Tue March number of The 


vears ago, was devoted disease 
‘im more senses than one a burning 
question’ of the those 
malaria. “The discussions as to the etiology of 
the disease (writes the Editor) have given rise 
to febrile paroxysms of temper in some of those 
taking part in them, which would call for the 
exhibition of moral quinine in very 
there such an antipyretic in the 
spiritual pharmacopeia. One eminent person 
accuses another of thieving his ideas, and is met 
by the retort courteous that he is a liar 

While scientific 
sulphurous canopy of 
campaigner who keeps out of the fray quietly 
annexes their baggage . The thanks of the 
whole human race are due to the investigators 
to defend ourselves 


which was 


medicine of days 


“massive” 


doses were 


combatants are shouting in a 


controversy, an astute 


who have shown us how 
against the vampire insect that sucks the life 
blood of men by night’. The first place is given 
to Charles Louis Alphonse Laveran who, while 
serving in Algeria, ‘made the discovery which 
has made his Like 
epoch-making discoveries, it was at first re- 
with scepticism, Italy 
where workers were naturally unwilling to admit 
that they had been laboriously pursuing a wrong 
track’. The Editor next pays tribute to Patrick 
Manson, ‘whose work in regard to the etiology 


name tamous. nearly all 


ceived especially in 


of malaria is second in importance only to that 
of Laveran’; to Major Ronald Ross; to Battista 
Amico Bignami, Angelo Celli, Ettore 
Machiafava, and Pietro Bastianelli 

The first of the ‘Original Communications’ is 
from the pen of Patrick Manson, then Medical 
Adviser to the Colonial Office, and Lecturer in 
Tropical Diseases at the London School of 


Grassi, 


Tropical Medicine, who takes as his subject 


‘Etiology, Prophylaxis, and Treatment of 
Malaria’. D. C. Rees, Medical Superintendent 
of the School, discusses the parasitology of 
malaria and describes methods for demonstrat- 
ing the organism in man and mosquito. This 
article is illustrated with drawings showing the 
author’s breeding and infecting cages for mos- 
quitoes. Louis W. Sambon ‘The 
Intermittent Fevers and Blackwater Fever’, and 
affirms his belief that the latter is a specific 
disease ; and Ernest EF. Austen, of the Zoological 
Department, British Museum, 


writes on 


contributes a 


*t towards us; 
A Short History of England 


and sometimes the feet are of clay’ 


190! 


\ Medico- 
A History of 
W. Sambon, who expresses sur- 


paper on “The Genus Anopheles’ 
Literary Causerie’ is devoted to 
Malaria’ by L 
prise at finding among the ancients such a clear 
conception of the clinical differences between 
the various intermittent fevers, ‘especially when 
we consider the confusion of more recent days; 
but far more astonishing is the correctness of 
their opinion as to the etiology of these fevers 
The credit of the 


parasite is, in his 


discovery of the malarial 


opinion, entirely due to 


Laveran: ‘He was the first to describe correctly 


(t ourtesy of tne Bibliotheque Nationale Par 
Charles Louis Alphonse Laveran (1845-1922) 
the various forms assumed by the parasites 
within the human blood and to affirm that thes 
were living organisms. Laveran's discovery gave 
a great impulse to the study of malarial fevers 
and led to such wonderful progress that, in less 
than twenty years, our knowledge of these 
fevers has become almost perfect and is now the 


Re 5S. by 


was able to 


boast of modern scientific medicine 
a series of most brilliant researches 
grasp the entire exogenous cycle of the parasites 


of imtermittent tever ind announcs i discover 
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continued 


Aco 


of the most fascinating 
greatest importance, which, if acted upon, will 


Fiery YEARS 


interest and of the 


prove of inestimable value to mankind’. 
Appropriately, R. Tanner Hewlett, Physician 
t> the Hospital, Greenwich, and 
Bacteriologist to the Jenner Pre- 
ventive Medicine, begins his review article on 
After discussing 
Bastianel':, and 


Seamen's 
Institute of 


tropical diseases with malaria 

the work of Grassi, Bignami, 
Craig, he mentions a paper in Presse M¢dicale 
(Oct. 20, 1900) by Marandon de Mbontyel, 
who discusses the paludism on 
epilepsy and _ hysteria time of 
Hippocrates paludism has been supposed to 
have a beneficial influence upon epilepsy, but 
this author shows that, so far from this being 
the case, it frequently aggravates the nervous 
the case with 


influence of 
‘Since the 


instability, and the same is 
hysteria’. In the centennial vear of Walter Reed’s 
birth, Hewlett’s comments on the controversy 
regarding the specific nature of Sanarelli’s 
Bacillus icteroides are of particular interest. The 
disease had been investigated in Cuba by a 
board of American medical officers, consisting 
of Reed, Carrol, Agramonte, and Lazear. 
Eighteen cases were examined with a view to 
isolating Sanarelli’s bacillus, ‘blood being taken 
trom a vein and cultures made on various media, 


but with negative results in everv one’. Cultures 


PRACTITIONER 


made from eleven cadavers also produced 
negative results. 

The etiology of beri-beri is now so firmly 
established that a reference to an ‘organism’, 
described by Rost, in rice liquor, and in the 
blood and cerebrospinal fluid of patients, strikes 
one of quite historic interest: “This organism is 
a motile sporing bacillus, the fully developed 
form generally having an angular curve’ 

We began this historical retrospect with ex- 
tracts from “The Month’. Let us conclude with 
comments by the Editorial pen on “The Reform 
of the B.M.A.’: “The report of the Constitution 
Committee to which was entrusted the duty of 
drawing up a scheme for the reform of the 
British Medical Association is . . . conservative 
far beyond what was expected by most people 

The details of the scheme are somewhat 
complicated, and a full consideration of them 
would require a whole number of The Practitioner 

The whole scheme rests on two funda- 
mental assumptions: First, that the average 
member of the Association wants to take an 
active part in its medico-political work ; secondly, 
that he is prepared to pay an increased subscrip- 
tion for the privilege . . . it would have been well 
to have ascertained how far these assumptions 
are based on fact before raising so elaborate a 
superstructure upon may very possibly 
prove to be a visionary foundation’. W.R.B. 


what 


In view of these analytical and 


general evidences this brandy may be described 


as particularly suitablefor medicinal purposes.” 


See “LANCET "July 2241899 p. 219 


stil the 


necognised 
resloralwe 
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Lederto 


...n crystalline fer m new availalte 
\ ficm British manufacture 


Aureomycin, discovered by Lederle research workers, is now 
available in crystalline form of extreme purity, which shows 
a corresponding reduction in side effects. Acclaimed as the 
most versatile antibiotic known, it is being used with success 


in the following conditions 


Acute amoebiasis Lymphogranuloma venereum 
Bacteroides septicaemia Ophthalmic infections 
Brucellosis Peritonitis 

Genito-urinary infections Pertussis infections 
Gonorrhoea (resistant Primary atypical pneumonia 
Gram-positive infections Sinusitis 

Gram-negative infections Sub-acute bacterial endocarcitis 
H. influenzae infections Surgical pyogenic infections 


lyphus, etc 


Fuller details on request 
LEDERLE LABORATORIES DIVISION 
Oyana mitt Products Led 


HAM HOUSE LANCASTER PLACE LONOON w.c.2. 
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7 Cestra Mask 


For SURGEONS and NURSES 
BACTERIOLOGICALLY TESTED AND SPECIALLY DESIGNED 


FOR THE PREVENTION OF DROPLET INFECTION 


After many bacteriological experiments this mask was designed to 
arrest all droplets from the mouth and nose, and so to prevent 
contamination during operation. The *‘‘ Cestra’’ Mask consists of 
4 layers of Fine dental Gauze. it fastens securely under the chin. 
has an air gap at the sides, is comfortable to wear for long periods 
and may be easily sterilized. 
Obtainable from Chemists and Medical Stores 
London Office: King’s Bourne House, 229/231 High Holborn, LONDON, W.C.1 














ST. ANDREWS HOSPITAL, _ NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue Most Hon. tut MARQUESS OF EXETER K.G., C.M.G., A.D.C. 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
patients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bac- 
teriological and pathological examinations. Private rooms with special nurses, male or female, in the Hospital 
or in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be ad- 
mitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous 
Disorders by the most modern methods; insulin treatment is available for suitable cases. It contains special 
departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged immer- 
sion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, &c. There is an Operating 
Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for Diathermy and 
High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Mou ton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN~—Y—NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. ‘The Hospital has its 
own private bathing house on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts) croquet grounds, golf courses, and bowling greens. Ladies and gentlemen h.ve 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c. 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines 
Northampton), who can be seen in London by appointment. 








MEDICAL OFFICERS—ROYAL AUSTRALIAN NAVY 


Applications are invited from legally qualified medical practitioners for appointment as Medical Officers 
in the Royal Australian Navy. Previous commissioned service on full pay in British Forces may be taken into 
consideration in determining pay and seniority on appointment. Minimum yearly emoluments on appoint- 
ment for single officer, £1,085, and for married officer, £1,244. Increment of £54 15s. Od., payable after two 
years’ service. Gratuity of £500 payable after completion of four years’ service, or pro-rata on approved 
discharge after completion of two years’ service. Emoluments payable in sterling currency until departure 
from U.K. First appointment is for short-term service with prospect, if desired, of appointment to Per- 
manent List. Full details may be obtained from R.A.N. Liaison Officer, Canberra House, 85 Jermyn Street, 
London, S.W.!, and Secretary, Department of Navy, Melbourne, S.C.!. 
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“THE 
du MAURIER 


%& The du Maurier filter tip is purely 
functional ; it is scientifically made to prevent 
irritation to the throat and mucous membranes. 
Interleaved layers of vegetable tissue and 
cellulose fibre trap pyridine bases and other non- 
volatile bodies, thus bringing out the full flavour 
of the tobacco without a trace of harshness. 








IN SAFE HANDS 


The man who has appointed the Westminster 
Bank to be his Executor or Trustee can, with 
truth, say that the well-being of his family 
will be in safe hands. The Bank will carry out 
his wishes faithfully, bringing to its task a fund 
of business experience beyond on pa 
by any private individual; it will inister 
its trust with complete integrity; and—more 
im: t, perhaps, than any of these—it 
will at all times show a very sympathetic 
consideration towards those whose affairs are 
left in its hands. Inquiries will be welcomed 
at any of the Bank’s branches. 


| ‘If there’s one to spare, Nurse” 


He knows that after a tiring day Bourn-vita is 
just right for inducing complete relaxation and 

|} sound sleep. Doctors and patients alike enjoy 
the benefits of this nightcap drink. 


\ , sleep sweeter- 
a ° 
WESTMINSTER BANK LIMITED Bourn-vita 


Trustee Department: $3 o., 2C2 Made by Cadburys 
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The problem was 


to neutralise aspirin and to make it soluble. 


The problem has now been solved. 


Aspirin is acidic, sparingly soluble, and for many subjects a gastric 
irritant. By contrast, its calcium salt is neutral, soluble and bland 
Unfortunately, however, calcium aspirin as ordinarily presented 
is unstable, and thus, sooner or later, becomes contaminated with 
the breakdown products, acetic and salicylic acids. In ‘ Disprin’ 
the problem of providing calcium aspirin in stable and palatable 
form has been solved. * Extensive clinical trials show that 
Disprin in large dosage and 
over prolonged periods, can be 
tolerated without the develop- 
ment of gastric and systemic 
disturbances, except in cases of 


extreme hypersensitivity. 


D S P R 


Neutral, stable, soluble, palatable calcium aspirin 


On prescription Disprin is free of Purchase ‘lax 


Clinical sample and literature supplied on application 


RECKITT &@ COLMAN LTD., HULI AND LONDON (PHARMACEUTICAL 
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Candidates are 


will be held but an interview will be required 


General, Admiralty, $.W.! 





ROYAL NAVAL MEDICAL SERVICE 


invited for service as MEDICAL OFFICERS IN THE ROYAL NAVY, preferably telow 28 
years. They must be British subjects whose parents are British subjects and be medically fit 
Initial entry will be for four years’ short service after which 
gratuity of £600 (tax free) is payable, but permanent commissions are available for selected short service 
officers. Officers entered on or after ist January, 1951, 
seniority up to 2 years for service in recognised civil hospitals, etc 


No examination 


will be eligible to be considered for ante-dates of 
For full details apply Medical Director- 
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“HEMOTHERAPY IN PNEUMONIA AND BRONCHI TIS 
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ENTROSALYL 
Capsules 


A vitaminised form of Entrosalyl (Standard) capsules 
incorporating the addition of vitamins B,, C, K and 
PP to the normal 0.50 G. sodium salicylate. 


For use in all cases in which high doses of sodium 
salicylate are necessary particularly in the active 
treatments of acute articular rheumatism, poly- 
arthritis, lupus erythematosus and carditis. 


In packings of 50 capsules and tax free dispensing packs 
of 200 and | ,000 capsules 


Literature and samples on request 


CONTINENTAL LABORATORIES, LTD 


10! Great Russell Street, London, W.C.|I 


Telephone: MUSeum 2042-3 + Telegrams: Taxolabs, Phone, London 











ANAHAMIN’ 


FOR PERNICIOUS AND 
OTHER MACROCYTIC ANAMIAS 


Parthet-ovidence thatthe thempestic extiia of liver 
extract in pernicious and other macrocytic anzmias 
depends upon the presence not only of a primary factor, 
vitamin B;,, but upon the presence also of accessory 
factors, was presented by several speakers at the recent 
International Congress of Haematology held at Cambridge 
(see Lancet, September 230d, 1950, p.407). 

Until the part played by these factors, both primary 
and accessory, is clearly defided the use of Anahzemin, 
which for over a decade has proved to be completely 
effective therapy, is both rational and in the best interests 
of the patient. Every batch of Anahemin is clinically 


Occasionally, cases of pernicious anzmia arise which 
cannot be treated satisfactorily, even with Anahzemin, 
because of hypersensitivity. For the temporary treatment 
of such cases Anacobin is available. 


Further information is available on request. 
MEDICAL DEPARTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.I 


Apah Anch/B/éa 





